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SECTION 1.0  SCOPE OF CONTRACT  

This Contract, by and between the Department of Medical Assistance Services (hereinafter 

referred to as the Department or DMAS) and the Contractor, is for the provision of Medicaid 

managed long term services and supports to individuals enrolled in the Departmentôs  

Commonwealth Coordinated Care Plus (CCC Plus) Program.  In accordance with MLTSS RFP-

2016-01, the initial period of this Contract was from August 1, 2017 through December 31, 

2017, and automatically renews annually thereafter on July 1 (per state fiscal year) for a period 

of five (5) fiscal years with the potential for up to five (5) 12-month extensions.  Refer to Section 

21.0 Renewal/Termination of Contract for terms and conditions.  All Contracts and rates will be 

renewed annually as needed, subject to CMS and Virginia legislative approval. 

 

Under this Contract, the Contractor shall operate in all 6 (six) regions of the Commonwealth and 

in all localities in each region, except as outlined in Section 2.2 Readiness Review.  The 

Contractor shall provide the full scope of services and deliverables through an integrated and 

coordinated system of care as required, described, and detailed herein, consistent with all 

applicable laws and regulations, and in compliance with service and delivery timelines as 

specified by this Contract.  

1.1 APPLICABLE LAWS, REGULATIONS, AND INTERPRETATIONS  

The documents listed herein shall constitute the Contract between the parties, and no other 

expression, whether oral or written, shall constitute any part of this Contract.  Any conflict, 

inconsistency, or ambiguity among the Contract documents shall be resolved by giving legal 

order of precedence in the following order: 

Å Federal Statutes 

Å Federal Regulations 

Å 1915(b)(c) CCC Plus Waivers 

Å State Statutes 

Å State Regulations 

Å Virginia State Plan 

Å CCC Plus Contract, including all amendments and attachments including Medicaid 

memos and relevant manuals, as updated 

Å CCC Plus Technical Manual including CCC Plus Core Performance Measures List 

Å CCC Plus Encounter Technical Manual 

Å ARTS Technical Manual 

Å CCC Plus Program Operational Memoranda and Guidance Documents 

Å CCC Plus Model Member Handbook 

Å DMAS Network Submission Requirements Manual (NSRM) 

 

Any ambiguity or conflict in the interpretation of this Contract shall be resolved in accordance 

with the requirements of Federal and Virginia laws and regulations, including the State Plan for 

Medical Assistance Services and Department memos, notices, and provider manuals. 

 

Services listed as covered in any member handbook shall not take precedence over the services 

required under this Contract or the State Plan for Medical Assistance. 
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1.1.1 Guidance Documents and Department Forms 

The Department may issue guidance documents and program memoranda clarifying, elaborating 

upon, explaining, or otherwise relating to Contract administration and clarification of coverage.  

The Contractor shall comply with all such program memoranda. In addition, DMAS program 

policy manuals, Medicaid Memos and forms used in the administration of benefits for Medicaid 

individuals and referenced within this Contract are available on the DMAS web portal at: 

https://www.virginiamedicaid.dmas.virginia.gov/wps/portal.  

1.2 COMMITMENT TO DEPARTMENT GOALS FOR DELIVERY SYSTEM 

REFORM AND PAYMENT TRANSFORMATION  

The Contractor shall work collaboratively with the Department on Health Information Exchange, 

Medicaid delivery system reform, payment reform, and other future key initiatives.   

  

https://www.virginiamedicaid.dmas.virginia.gov/wps/portal
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SECTION 2.0 REQUIREMENTS PRIOR TO OPERATIONS 

2.1 ORGANIZATIONAL STRUCTURE   

2.1.1  Virginia Based Operations 

The Contractor shall have a Virginia-based operation that is dedicated to this Contract. The 

Department does not require claims, utilization management, customer service, pharmacy 

management, or Member services to be physically located in Virginia; however, these service 

areas must be located within the United States.    

2.1.2  Dedicated Project Director and Project Manager  

The Contractor shall have a dedicated Virginia CCC Plus Project Director and dedicated Project 

Manager located in an operations/business office within the Commonwealth of Virginia. The 

Contractorôs Project Director and Project Manager, if desired, may provide oversight for both the 

Virginia CCC Plus program and the Virginia D-SNP program.  The Contractorôs Project Director 

and Project Manager are expected to attend all meetings required by DMAS.   

 

2.1.2.1 Project Director 

The Contractorôs Project Director shall be authorized and empowered to make contractual, 

operational, and financial decisions including rate negotiations for Virginia business.  The CCC 

Plus Project Director shall be solely responsible to the Contractor (not a third party 

administrator) and comply with all requirements of this Contract in that capacity.  

 

2.1.2.2 Project Manager 

The CCC Plus Project Manager shall have the ability to make timely decisions about the CCC 

Plus program issues and shall represent the Contractor at the Departmentôs meetings. The CCC 

Plus Project Manager must be able to respond to issues involving information systems and 

reporting, appeals, quality improvement, Member services, service management, pharmacy 

management, medical management, care coordination, claim payment, provider 

relations/contracting, and issues related to the health, safety, and welfare of the Members.  

2.1.3  Medical and Behavioral Health Leadership Staff 

The Contractorôs Virginia-based location shall also include a dedicated full-time Virginia-

licensed Medical Director/Chief Medical Officer, starting July 1, 2019, a dedicated full-time, or 

contracted, Medical Behavioral Health Director who is a Virginia-licensed psychiatrist and is 

qualified in the diagnosis of mental illness, a Virginia-licensed Behavioral Health/Addiction 

Recovery Treatment Clinical Director, Long Term Services and Supports Director, and Care 

Coordination Manager able to perform comprehensive oversight and comply with all 

requirements covered under this Contract.   

2.1.4  Provider Relations Staff 

The Contractor shall have a Provider Network Manager responsible for network development, 

recruitment, credentialing, and management.  The Contractorôs provider relations staff must be 

located within the geographic region where the Contractor operates. The Contractorôs regional 
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provider relations staff shall work with providers, including face-to-face when necessary, to 

ensure that appropriate and accurate information is collected during the credentialing process.  

The Contractor shall also ensure that this provider information is accurately reflected in the 

Contractorôs provider directory, including but not limited to information on the providerôs 

cultural competency, disability accessibility and open panels.  

 

The Contractor shall have dedicated staff available at all times during business hours for 

providers to call for assistance regarding the CCC Plus program including but not limited to 

community based providers and nursing facilities.  These dedicated provider assistance staff 

shall be able to guide providers in all areas of the program and in all long term services and 

supports offered by the program.   Refer to Section 12.0 Provider Services and Claims Payment. 

2.1.5  Consumer Direction Services Manager 

The Contractor shall have a dedicated project manager for Consumer-Directed (CD) services. 

The complexities of Consumer Direction require that the CD project manager focus on the many 

areas of consumer direction, patient pay and working with the Fiscal/Employer Agent (F/EA).  

The CD project manager shall be the chief liaison with the F/EA, including troubleshooting 

payment issues, and serving as the Contractorôs Subject Matter Expert (SME) for consumer 

direction.  This individual shall not have major responsibility for any other portion of the CCC 

Plus contract.  Refer to the various sections of this Contract referencing Consumer Direction 

and/or Patient Pay.   

2.1.6  First -Tier, Downstream, and Related Entities 

The Contractor shall have a detailed plan in place to monitor the performance on an ongoing 

basis of all first-tier, downstream, and related entities to assure compliance with applicable 

policies and procedures of the Contractor, including encounter data, enrollment, credentialing 

and recredentialing policies and procedures. The plan shall be in compliance with 42 CFR § 

438.230 (b), the Medicaid managed care regulation governing delegation and oversight of sub-

contractual relationships by managed care entities.  

2.1.7  Care Coordination Staffing 

The Contractorôs Care Coordination staff must be sufficient for its enrolled population and 

located within the geographic region where the Contractor operates.  Additionally, in each region 

where the Contractor participates and serves CCC Plus Members, the Contractor shall have at 

least one (1) dedicated Care Coordinator without a caseload to assist individuals with the goal of 

transitioning from institutional care to the community.  See Section 5.0 CCC Plus Model of Care 

for more information.   

2.1.8  Key Personnel 

The Contractorôs Project Director, Project Manager, Chief Medical Officer/Medical Director, 

Pharmacy Director, Medical Behavioral Health Director, Behavioral Health Director, Director of 

Long Term Services and Support,  Chief Financial Officer, Chief Operating Officer or Director 

of Operations, Quality Director, Senior Manager of Clinical Services, Claims Director, IT 

Director, Compliance Officer, ADA Compliance Director (can be the same as the Compliance 

Officer), and/or equivalent position(s) are ñkey personnel.ò Upon request by the Department 

effective July 1, 2019, the Contractor shall submit to the Department the name, resume, and job 
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description for each of the key personnel to the Department within five (5) business days of the 

request. Reference Section 2.1.3 Medical and Behavioral Health Leadership Staff for additional 

staffing qualifications for the Medical Behavioral Health Director. Reference Section 10.5 QI 

Staffing for additional staffing qualifications for the Quality Director and quality management 

and improvement related staffing requirements. 

2.1.9  Notification of Key Personnel Changes 

At any time during the effective dates of this Contract, if the Contractor substitutes another 

individual in a key staff position or whenever a key staff person vacates the assigned position, 

the Contractor shall notify the Department within five (5) business days and provide the name(s) 

and resume(s) of qualified permanent or temporary replacement(s).  

2.1.10  Department Concerns Related to Staffing Performance 

If the Department is concerned that any of the key personnel are not performing the 

responsibilities, including but not limited to, those provided for in the personôs position 

description, the Contractor will be informed of this concern. The Contractor shall investigate said 

concerns promptly, take any actions the Contractor reasonably determines necessary to ensure 

full compliance with the terms of this Contract, and notify the Department of such actions. If the 

Contractorôs actions fail to ensure full compliance with the terms of this Contract, as determined 

by the Department, corrective action provisions may be invoked. 

2.2 READINESS REVIEW 

The Department and/or its duly authorized representatives shall conduct readiness review(s) 

which may include desk reviews and site visits. This review may be conducted prior to 

enrollment of any Members in the MCO, prior to the renewal of the Contract, prior to the 

Contract being amended to add a new covered population or any new aid categories, and anytime 

thereafter upon the Departmentôs request and at the Departmentôs discretion. This review(s) shall 

be conducted prior to enrollment of any Members with the Contractor and/or prior to the renewal 

of the Contract. The purpose of the review is to provide the Department with assurances that the 

Contractor is able and prepared to perform all administrative functions and to provide high-

quality services to enrolled Members. 

 

The review will document the status of the Contractor with respect to meeting program standards 

set forth in the Federal and State regulations and this Contract, as well as any goals established 

by the Department.  The scope of the readiness review(s) shall include, but is not limited to, a 

review of the following elements:  

1) Network Provider composition and access;  

2) Staffing, including Key Personnel and functions directly impacting Members (e.g., 

adequacy of Member Services staffing); 

3) Care coordination capabilities; 

4) Content of Provider Contracts, including any Provider Performance Incentives;  

5) Member Services capability (materials, processes and infrastructure, e.g., call center 

capabilities); 

6) Comprehensiveness of quality management/quality improvement and utilization 

management strategies; 

7) Internal grievance and appeal policies and procedures; 

8) Monitoring of all first tier, downstream, and related entities; 
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9) Fraud and abuse and program integrity policies and procedures; 

10) Financial solvency; 

11) Information systems, including claims payment system performance, interfacing and 

reporting capabilities and validity testing of Encounter Data, including IT testing and 

security assurances. 

 

In the instance where there is a change to the Contract terms that does not affect one or more of 

the elements above, and when the Department has previously conducted a readiness review on 

the non-impacted element(s), the Department has the discretion to deem that the previously 

conducted readiness review for non-impacted items is sufficient to meet readiness requirements.  

 

No individual shall be enrolled in the Contractorôs health plan prior to the Department making a 

determination that the Contractor is ready and able to perform its obligations under the Contract 

as demonstrated during the Readiness Review. 

 

As a result of findings from the Readiness Review, the Department may make a determination 

that the Contractor is not able to perform any or all of its obligations under this Contract.  The 

Department reserves the right to deny participation in some or all areas of the Commonwealth 

for the CCC Plus program if the Contractor fails the Readiness Review within the timeframe 

specified.   

 

This Contract is for all contracted health plans to participate statewide in all regions and 

localities.  However, the Department further reserves the right to deny participation in certain 

cities/counties where it is found the Contractor has either network or staffing inadequacy.  At 

that time, the Department may utilize one or all of the following:  (1) issue a corrective action 

plan outlining the problematic areas and the timeframe required for compliance; (2) freeze 

enrollment statewide for any new Members until statewide participation is reached; and/or (3) 

terminate this Contract (refer to Section 21.0 Renewal/Termination of Contract).  

2.3 LICENSURE 

The Contractor shall obtain and retain at all times during the period of this Contract a valid 

license issued with ñHealth Maintenance Organizationò Lines of Authority by the State 

Corporation Commission and comply with all terms and conditions set forth in the Code of 

Virginia §§ 38.2-4300 through 38.2-4323, 14 VAC 5-211-10 et seq. and any and all other 

applicable laws of the Commonwealth of Virginia, as amended.  A copy of this license shall be 

submitted with the signature page at each annual contract renewal.   

2.4 CERTIFICATION  OF QUALITY  

Pursuant to § 32.1-137.1 through § 32-137.6 Code of Virginia, and 12 VAC 5-408-10 et seq., all 

managed care health insurance plan licensees must obtain service area approval certification and 

remain certified by the VDH Office of Licensure and Certification (formerly State Health 

Commissioner Center for Quality Health Care Services and Consumer Protection) to confirm the 

quality of the health care services they deliver.  Failure to maintain certification may result in 

termination of this Contract.  A copy of this certification shall be submitted with the signature 

page at each annual contract renewal.   
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2.5 NATIONAL COMMITTEE FOR QUALITY ASSURANCE (NCQA) 

ACCREDITATION  

The Contractor shall obtain and retain health plan accreditation by the National Committee for 

Quality Assurance (NCQA). If the Contractor is not accredited at start-up, the Contractor shall 

adhere to NCQA standards while working toward accreditation based on the most current 

version of NCQA Health Plan Accreditation Standards.  Refer to Section 10.19 National 

Committee for Quality Assurance (NCQA) Accreditation for more details regarding 

requirements, milestones and related timelines.   

 

The Contractor shall advise the Department within ten (10) calendar days if the Contractor has 

received notification from NCQA of a change in its accreditation status.   

2.6 DUAL EL IGIBLE SPECIAL NEEDS PLAN (D -SNP) 

The Contractor shall have an approved Dual Eligible Special Needs Plan (D-SNP) contract in all 

localities in each region where the health plan provides services under the CCC Plus program 

Contract or begin operating a D-SNP in all localities in each region where the health plan 

provides services under this Contract within three (3) years of being awarded a CCC Plus 

program Contract.   

 

At the Departmentôs discretion, failure to comply with this requirement may deem the Contractor 

non-compliant and subject to termination of this Contract. Refer to Section 21.0 

Renewal/Termination of Contract.   

 

The Contractor shall respond to requests from the Department for D-SNP operational, benefit, 

network, performance, financial, and oversight information that directly impacts the continued 

integration of Medicare and Medicaid benefits in order to maintain a seamless service delivery of 

Medicare and Medicaid benefits to dual eligible Members. The Contractor shall also notify the 

Department of significant changes in Medicare information to beneficiaries, benefits, networks, 

service delivery, oversight results, or policy that are likely to impact the continued integration of 

Medicare and Medicaid benefits under this Contract. 

 

In any instance when the CMS approved D-SNP service areas do not match the Stateôs approved 

CCC Plus service areas, the State may restrict the CCC Plus service area to align with the CMS 

approved D-SNP service areas. When appropriate, the State may work with the Contractor to 

achieve fully aligned service areas prior to terminating the Contract.   

2.6.1 Default Enrollment 

Effective January 1, 2020, state-Contracted D-SNPs not previously approved by CMS for default 

enrollment activities shall submit to CMS an initial application to perform such activities subject 

to the requirements of 42 CFR § 422.66, as outlined below, and applicable CMS regulatory 

subguidance, including the Medicare Managed Care Manual, Chapter 2, Section 40.1.4.   

 

CMS approval of an initial application to perform default enrollment activities shall be obtained 

by no later than five (5) calendar days before initiating Default Enrollment activities.  Once 

authorized by CMS to perform default enrollment activities, state contracted D-SNPs shall renew 

such authorizations in accordance with the requirements and timeframes of 42 CFR § 422.66 and 

applicable CMS regulatory subguidance.  State-contracted D-SNPs shall coordinate default 
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enrollment of newly Medicare eligible individuals who are currently enrolled only in its 

companion Medicaid plan, who are aging-in to Medicare, as well as those qualifying for 

Medicare upon completion of the 24-month waiting period due to a disability.   

 

The conditions of default enrollment in 42 CFR § 422.66 are listed below.  The Contractor shall 

ensure that the following conditions are met before initiating default enrollment activities, 

including enrolling individuals into a Medicare Advantage dual eligible special needs plan. 

 

1.  During an individual's initial coverage election period, an individual may be deemed to have 

elected a MA special needs plan for individuals entitled to medical assistance under a 

State plan under Title XIX (including a fully integrated dual eligible special needs plan as 

defined in § 422.2) offered by the organization provided all the following conditions are met: 

(A) At the time of the deemed election, the individual remains enrolled in an affiliated Medicaid 

managed care plan. For purposes of this section, an affiliated Medicaid managed care plan is one 

that is offered by the MA organization that offers the dual eligible MA special needs plan or is 

offered by an entity that shares a parent organization with such MA organization; 

(B) The state has approved the use of the default enrollment process in the contract described 

in § 422.107 and provides the information that is necessary for the MA organization to identify 

individuals who are in their initial coverage election period; 

(C) The MA organization offering the MA special needs plan has issued the notice described 

in paragraph (c)(2)(iv) of this section to the individual; 

(D) Prior to the effective date described in paragraph (c)(2)(iii) of this section, the individual 

does not decline the default enrollment and does not elect to receive coverage other than through 

the MA organization; 

(E) CMS has approved the MA organization to use default enrollment under paragraph 

(c)(2)(ii)of this section; 

(F) The MA organization has a minimum overall quality rating from the most recently issued 

ratings, under the rating system described in §§ 422.160 through 422.166, of at least 3 stars or is 

a low enrollment contract or new MA plan as defined in § 422.252; and 

(G) The MA organization does not have any prohibition on new enrollment imposed by CMS. 

 

 

The state-contracted D-SNPs shall report on default enrollment statistics monthly to the 

Department on an informational basis only, as specified in its state-contracted MIPPA 

Agreement.  

 

The Department will continue to establish requirements to improve alignment for dual eligible 

members, including, but not limited to initiatives that enhance care coordination.  State-

contracted D-SNPs shall collaborate with the Department, and CMS as applicable, in developing 

and implementing additional strategies that enhance alignment of dual eligible members enrolled 

in D-SNPs and companion Medicaid Plans. 

 

2.7 BUSINESS ASSOCIATE AGREEMENT (BAA) 

The Contractor shall be required to enter into a DMAS-approved Business Associate Agreement 

(BAA) (attached) with the Department to comply with regulations concerning the safeguarding 

of protected health information (PHI) and electronic protected health information (ePHI).  The 

https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=df31e4584c2598dab9683b9008987a74&term_occur=2&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=df31e4584c2598dab9683b9008987a74&term_occur=3&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=a4e020359b89012371cf31ace9b8a657&term_occur=1&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/cfr/text/42/422.2
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=0e504496534ec33a1f9a4f95c7a8fa57&term_occur=1&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=df31e4584c2598dab9683b9008987a74&term_occur=4&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=0e504496534ec33a1f9a4f95c7a8fa57&term_occur=2&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=df31e4584c2598dab9683b9008987a74&term_occur=5&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=cc23a9e2dc5f4ed167a4fcf8f0b2578b&term_occur=9&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=df31e4584c2598dab9683b9008987a74&term_occur=6&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=cc23a9e2dc5f4ed167a4fcf8f0b2578b&term_occur=10&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/cfr/text/42/422.107
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=cc23a9e2dc5f4ed167a4fcf8f0b2578b&term_occur=11&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=cc23a9e2dc5f4ed167a4fcf8f0b2578b&term_occur=12&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=df31e4584c2598dab9683b9008987a74&term_occur=7&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=d436408fe5d3a99f0cfe736ad157b75f&term_occur=5&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/cfr/text/42/422.66#c_2_iv
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=8f42a817f36062045ebbeab1526d3361&term_occur=2&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/cfr/text/42/422.66#c_2_iii
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=cc23a9e2dc5f4ed167a4fcf8f0b2578b&term_occur=13&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=bf357408153b566fe5915e650bfb5a49&term_occur=11&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=cc23a9e2dc5f4ed167a4fcf8f0b2578b&term_occur=14&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/cfr/text/42/422.66#c_2_ii
https://www.law.cornell.edu/cfr/text/42/422.66#c_2_ii
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=cc23a9e2dc5f4ed167a4fcf8f0b2578b&term_occur=15&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/cfr/text/42/422.160
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=d4b6418e47817b3184fd41aed1b0d3e6&term_occur=1&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=ce40ea9a6e51753e7e21b58b48998747&term_occur=1&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/cfr/text/42/422.252
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=cc23a9e2dc5f4ed167a4fcf8f0b2578b&term_occur=16&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=bf357408153b566fe5915e650bfb5a49&term_occur=12&term_src=Title:42:Chapter:IV:Subchapter:B:Part:422:Subpart:B:422.66
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Contractor shall comply, and shall ensure that any and all subcontractors comply, with all State 

and Federal laws and regulations with regards to handling, processing, or using the Departmentôs 

PHI and ePHI. This includes but is not limited to 45 CFR Parts 160 and 164 Modification to the 

HIPAA Privacy, Security, Enforcement, and Breach Notification Rules Under the Health 

Information Technology for Economic and Clinical Health Act and the Genetic Information 

Nondiscrimination Act; Other Modifications to the HIPAA Rules; Final Rule, January 25, 2013 

and related regulations as they pertain to this agreement. The Contractor shall keep abreast of the 

regulations. The Contractor shall comply with all current and future HIPAA regulations at no 

additional cost to the Department or CMS.  A sample of the BAA is shown as Attachment 2.  

2.8 AUTHORIZATION T O CONDUCT BUSINESS IN THE COMMONWEALTH  

The Contractor, as a stock or non-stock corporation, limited liability company, business trust, or 

limited partnership, or registered as a limited liability partnership, shall be authorized to transact 

business in the Commonwealth as a domestic or foreign business entity if so required by Title 

13.1 or Title 50 of the Code of Virginia or as otherwise required by law. Any business entity 

described above that enters into a contract with a public body pursuant to the Virginia Public 

Procurement Act shall not allow its existence to lapse or its certificate of authority or registration 

to transact business in the Commonwealth, if so required under Title 13.1 or Title 50, to be 

revoked or cancelled at any time during the term of the contract. A public body may void any 

contract with a business entity if the business entity fails to remain in compliance with the 

provisions of this section. 

2.9 CONFIDENTIALITY STATUTORY REQUIREMENTS  

The Contractor understands and agrees that DMAS may require specific written assurances and 

further agreements regarding the security and privacy of protected health information that are 

deemed necessary to implement and comply with standards under the HIPAA as implemented in 

45 CFR, parts 160 and 164. The Contractor further represents and agrees that, in the performance 

of the services under this Contract, it will comply with all legal obligations as a holder of 

personal data under the Code of Virginia § 32.1-127.1:03. The Contractor represents that it 

currently has in place policies and procedures that will adequately safeguard any confidential 

personal data obtained or created in the course of fulfilling its obligations under this Contract in 

accordance with applicable State and Federal laws.   The Contractor is required to design, 

develop, or operate a system of records on individuals, to accomplish an agency function subject 

to the Privacy Act of 1974, Public Law 93-579, December 31, 1974 (5 USC§ 552a) and 

applicable agency regulations. Violation of the Act may involve the imposition of criminal 

penalties.  

 

2.9.1 Federal Confidentiality Rules Related To Drug Abuse Diagnosis and Treatment  

The Contractor shall comply with Federal confidentiality law and regulations (codified as 42 

USC § 290dd-2 and 42 CFR Part 2 (ñPart 2ò)) outlines under what limited circumstances 

information about the patientôs substance use disorder treatment may be disclosed with and 

without the clientôs consent.  42 CFR Part 2 applies to any individual or entity that is Federally 

assisted and holds itself out as providing, and provides, alcohol or drug abuse diagnosis, 

treatment or referral for treatment (42 CFR § 2.11). The regulations restrict the disclosure and 

use of alcohol and drug patient records which are maintained in connection with the performance 

of any Federally assisted alcohol and drug abuse program (42 CFR § 2.3(a)). The restrictions 
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apply to any information disclosed by a covered program that ñwould identify a patient as an 

alcohol or drug abuser éò (42 CFR Ä 2.12(a) (1)).  With limited exceptions, 42 CFR Part 2 

requires patient consent for disclosures of protected health information even for the purposes of 

treatment, payment, or health care operations. Consent for disclosure must be in writing. 

The Contractor will not be held accountable to provide care coordination under Addiction and 

Recovery Treatment Services (ARTS) (See Definitions in Section 23.1) if they have not received 

written disclosure from the Memberôs provider (See Attachment 4 of this Contract). 

2.10 DISCLOSURE OF OWNERSHIP AND CONTROL INTEREST   

In accordance with Federal regulations contained in 42 CFR §§ 455.100 through 455.106, 42 

CFR § 438.604(a)(6), 42 CFR § 438.608(c)(2) and 42 CFR § 438.610 the Contractor shall 

disclose all of the following for the Contractorôs owner(s) and managing employee(s) or persons 

or corporations with an ownership or control interest in the Contractorôs plan: 

¶ Information on ownership and control (42 CFR § 455.104); 

¶ Name, address, date of birth, and Social Security Number of any managing employee; 

¶ Information on whether a person or corporation with an ownership or control interest in 

the Contractorôs plan of five percent (5%) or more interest is related to another person 

with ownership or control interest in the health plan as a spouse, parent, child or sibling 

(42 CFR § 438.604(a)(6); 42 CFR § 455.104(b)(2); 42 CFR § 438.608(c)(2)); 

¶ Information on whether a person or corporation with an ownership or control interest in 

any subcontractor in which the Contractor has a five percent (5%) or more interest is 

related to another person with ownership or control interest in the MCP as a spouse, 

parent, child, or sibling; 

¶ Information of any other disclosing entity in which an owner of the Contractor has an 

ownership or control interest; 

¶ Information related to business transactions (42 CFR § 455.105); and, 

¶ Information on persons convicted of crimes against Federally related health care 

programs (42 CFR § 455.106). 

 

The Contractor shall provide the required information using the Disclosure of Ownership and 

Control Interest Statement (DMAS 1513), included as part of the Contractor Specific Contract 

Terms and Signature Pages, annually at the time of Contract signing. A copy of the form may be 

found on the DMAS website at 

http://www.dmas.virginia.gov/files/links/511/Disclosure%20of%20Ownership%20and%20Contr

ol%20Interest%20Statement%20(DMAS-1513)%20%20.pdf.  The Contractor shall also disclose 

the information described in this section at least five (5) calendar days prior to any change in 

ownership, concerning each Person with Ownership or Control Interest. In accordance with 

Section 1903(m)(4)(B) of the Act, the Contractor shall make any reports of transactions between 

the Contractor and parties in interest that are provided to the state, or other agencies available to 

its Members upon reasonable request. 

 

Additionally, the Contractor shall submit the completed form to the Department within thirty-

five (35) calendar days of the Departmentôs request.  Failure to disclose the required information 

accurately, timely, and in accordance with Federal and Contract standards may result in refusal 

to execute this Contract, sanction as described in the Enforcement, Remedies and Compliance, 

Section 18.0 of this Contract and/or termination of this Contract by the Department.  

 

http://www.dmas.virginia.gov/files/links/511/Disclosure%20of%20Ownership%20and%20Control%20Interest%20Statement%20(DMAS-1513)%20%20.pdf
http://www.dmas.virginia.gov/files/links/511/Disclosure%20of%20Ownership%20and%20Control%20Interest%20Statement%20(DMAS-1513)%20%20.pdf
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The Contractor shall maintain such disclosed information in a manner which can be periodically 

reviewed by the Department.  In addition, the Contractor shall comply with all reporting and 

disclosure requirements of 42 USC § 1396b(m)(4)(A), 42 CFR § 438.610 and 42 CFR § 

455.436. 

 

The Contractor shall conduct monthly checks for all of the Contractorôs owners and managing 

employees against the Federal listing of excluded individuals and entities (LEIE) database.  The 

LEIE database is available at http://www.oig.hhs.gov/fraud/exclusions/exclusions_list.asp.  

Federal database checks shall be consistent with the requirements at 42 CFR § 455.436.  The 

Contractor shall confirm the identity and determine the exclusion status of the Contractorôs its 

subcontractors, as well as any person with an ownership or control interest, or who is an agent or 

managing employee of the Contractor/subcontractor through routine checks of Federal databases.  

2.11 PROHIBITED AFFILIATIONS WITH ENTITIES DEBARRED BY FEDERAL 

AGENCIES  

In accordance with 42 USC § 1396 u-2(d)(1), and further explained in 42 CFR §§ 438.610 and 

455 Subpart B, and the State Medicaid Director Letter SMDL #08-003 (available at 

http://www.cms.gov/smdl/downloads/SMD061208.pdf ), the Contractor or its subcontractors 

shall not knowingly have an employment, consulting, provider agreement, or other agreement or 

relationship for the provision of items and services that are significant and material to the 

Contractorôs obligations under this Contract with any person, or affiliate of such person, who is 

excluded, under Federal law or regulation, from certain procurement and non-procurement 

activities.  Further, no such person may have beneficial ownership of more than five (5) percent 

of the Contractorôs equity or be permitted to serve as a director, officer, or partner of the 

Contractor.  Additionally, the Contractor and its subcontractor are further prohibited from 

contracting with providers who have been terminated from the Medicaid program by DMAS for 

fraud, waste and abuse. 

 

The Contractor shall report to the Department within five (5) calendar days of discovery of any 

Contractor or subcontractor owners or managing employees identified on the Federal List of 

Excluded Individuals/Entities (LEIE) database and the action taken by the Contractor.  

Failure to disclose the required information accurately, timely, and in accordance with Federal 

and Contract standards may result in refusal to execute this Contract, termination of this 

Contract, and/or sanction by the Department.  

 

In accordance with 42 CFR § 438.610(d)(3); 42 CFR § 438.610(a); Exec. Order No. 12549, if 

the Department finds that the Contractor is not in compliance and has a prohibited relationship 

with an individual or entity that is debarred, suspended, or otherwise excluded from participating 

in procurement activities under the Federal Acquisition Regulation (FAR), or from participating 

in nonprocurement activities under regulations issued under Executive Order No. 12549, or if the 

Contractor has a relationship with an individual who is an affiliate of such an individual, the 

Department: 

i. shall notify the Secretary of the noncompliance; 

ii.  may continue an existing agreement with the Contractor unless the Secretary directs 

otherwise; and, 

iii.  may not renew or otherwise extend the duration of an existing agreement with the 

Contractor unless the Secretary provides to the State and to Congress a written 

http://www.oig.hhs.gov/fraud/exclusions/exclusions_list.asp
http://www.cms.gov/smdl/downloads/SMD061208.pdf
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statement describing compelling reasons that exist for renewing or extending the 

agreement despite the prohibited affiliations.  

 

In accordance with 42 CFR § 438.610(d)(3) and 42 CFR § 438.610(b) if the Department learns 

that the Contractor has a prohibited relationship with an individual or entity that is excluded from 

participation in any Federal health care program under section 1128 or 1128A of the Social 

Security Act, the Department may not renew or extend the existing agreement with the 

Contractor unless the Secretary provides to the Departmentôs and to Congress a written statement 

describing compelling reasons that exist for renewing or extending the agreement despite the 

prohibited affiliation. 

2.12 EXCLUDED ENTITIES  

The Contractor shall, upon obtaining information or receiving information from the Department 

or from another verifiable source, exclude from participation in the Contractorôs plan for this 

Contract all provider or administrative entities who have been excluded from participation in the 

Medicare, Medicaid, and/or SCHIP programs pursuant to Sections 1128 or 1156 of the Social 

Security Act or who are otherwise not in good standing with the DMAS Medicaid or FAMIS 

programs.  The Contractor shall also exclude from participation in the Contractorôs plan any 

provider or administrative entities which have a direct or indirect substantial contractual 

relationship with such an excluded or debarred individual or entity.  A substantial contractual 

relationship is defined as any contractual relationship which provides for one or more of the 

following services: 

(i) The administration, management, or provision of medical services; 

(ii)  The establishment of policies pertaining to the administration, management, or 

provision of medical services; or 

(iii)  The provision of operational support for the administration, management, or 

provision of medical services. 

(iv) Entities who are to be excluded per Code of Virginia § 32.1- 325.   

(v) Prohibited Affiliations with Entities Debarred by Federal Agencies, see §13.3(a).  

2.13 CONTRACTOR COMPLIANCE PROGRAM  

The Contractor shall have an effective compliance program that applies to its operations, 

consistent with 42 CFR §§ 438.600-610, 42 CFR § 455. The compliance program shall, at a 

minimum, include written policies, procedures and standards of conduct that: 

1. Articulate the Contractor's commitment to comply with all applicable Federal and State 

standards; 

2. Describe compliance expectations as embodied in the standards of conduct; 

3. Implement the operation of the compliance program; 

4. Provide guidance to employees and others on dealing with potential compliance issues; 

5. Identify how to communicate compliance issues to appropriate compliance personnel; 

6. Describe how potential compliance issues are investigated and resolved by the 

Contractor; and, 

7. Include a policy of non-intimidation and non-retaliation for good faith participation in the 

compliance program, including but not limited to reporting potential issues, investigating 

issues, conducting self-evaluations, audits and remedial actions, and reporting to 

appropriate officials. 
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SECTION 3.0 ENROLLMENT AND ASSIGNMENT PROCESS 

3.1 ELIGIBILITY AND ENROLLMENT RESPONSIBILITIES  

The Department shall have sole responsibility for determining the eligibility of an individual for 

Medicaid funded services.  The Department shall also have sole responsibility for determining 

enrollment with the Contractor and such determinations shall be final and are not subject to 

review or appeal by the Contractor.  

3.1.1 Eligible Populations 

The Contractor shall enroll and provide coverage for Members as determined by the Department.  

The following populations shall be included in the CCC Plus program: 

 

1) Dual eligible individuals with full Medicaid and any Medicare A and/or B coverage. 

 

2) Non-dual eligible individuals who receive LTSS, either through: 

a) An institution; or, 

b) These HCBS 1915(c) waivers:   

i. Building Independence (BI);  

ii.  Commonwealth Coordinated Care (CCC) Plus; 

iii . Community Living (CL); and,  

iii.  Family and Individual Supports (FIS).  

This includes individuals who transition from Medallion.   

 

3) ABD population (non-duals and those who do not receive LTSS).  The majority of this 

population  transitioned from the Departmentôs Medallion program to the CCC Plus program 

on January 1, 2018. 

 

4) The CCC Plus program populations listed above may include individuals enrolled in the 

Medicaid Works program, Native Americans, individuals with other comprehensive insurance, 

children in foster care and adoption assistance, individuals with Alzheimerôs disease and 

persons with dementia, and individuals approved by DMAS as inpatients in long-stay hospitals 

(the Department recognizes two facilities:  Lake Taylor [Norfolk] and Hospital for Sick 

Children [Washington, DC]).   

 

5) Individuals enrolled in the DD Waivers will be enrolled in CCC Plus program for their non-

waiver services only (e.g., acute, behavioral health, pharmacy, and non-LTSS waiver 

transportation services).  

 

6) Medicaid expansion population, which includes individuals who meet the following criteria: 

a) Adults ages nineteen (19) through sixty-four (64), 

 i) Who are not already eligible for Medicare coverage, 

ii) Who are not already eligible for a mandatory coverage group (such as pregnant 

women or disabled), 

iii) Whose income does not exceed 138% of the Federal Poverty Level (FPL), and  

iv) Who have been identified as Medically Complex through the MCO Member Health 

Screening (MMHS) as described in Section 5.2 (Non-medically complex individuals are 

covered under the Medallion 4.0 program.)  



 

22 
 

 

Individuals eligible through Medicaid expansion will be assigned to one of the following 

aid categories: 

 

Medicaid Expansion Population Aid Categories 

Aid Category Description  

100 Caretaker Adult, less than or equal to 100% of Federal Poverty Level 

(FPL), and greater than the low-income families with children 

(LIFC) covered group 

101 Caretaker Adult, greater than 100% FPL 

102 Childless Adults, less than or equal to 100% FPL 

103 Childless Adults, greater than 100% FPL 
 

Individuals eligible through Medicaid expansion that are known to the Department, either 

because they were in a partial benefit plan (such as GAP or Plan First) will be enrolled 

with a Contractor with an effective date of January 1, 2019.  The enrollment process for 

this group is described in Section 3.2.3. 

 

Individuals eligible through Medicaid Expansion because they are in the Supplemental 

Nutrition Assistance Program (SNAP) or are a parent of a current Medicaid enrollee will 

be enrolled with a Contractor with an effective date as soon as January 1, 2019. The 

enrollment process for this group is described in Section 3.2.3.  

 

Individuals eligible through Medicaid expansion who are not known to the Department 

will be enrolled through the standard Medicaid application process with a CCC Plus 

effective date as soon as January 1, 2019 and no later than sixty (60) days of approval of 

the application.   

 

For the full list of covered services for this population, refer to Attachment 5, Summary of 

Covered Services ï Part 5 ï Extended Benefits for Expansion Population and Section 

4.17. 

 

Individuals may apply for coverage through Cover Virginia at http://www.coverva.org, as 

well as through local Departments of Social Services.  

 

 

7) The Department reserves the right to transition additional populations and services into the 

CCC Plus program in the future. 

 

3.1.2  Exclusions From CCC Plus Program Participation  

Individuals enrolled in CCC Plus program who subsequently meet one or more of the criteria 

outlined below shall be excluded as appropriate by DMAS.  The Department shall also have sole 

responsibility for determining the program exclusion for these individuals.  Individuals excluded 

from CCC Plus program enrollment shall receive Medicaid services under the current FFS 

system unless eligible for one of DMASô other managed care programs. When individuals no 

longer meet the criteria for CCC Plus program exclusion, they shall be required to re-enroll in 

http://www.coverva.org/
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the CCC Plus program.  DMAS shall exclude individuals who meet at least one of the exclusion 

criteria listed below: 

 

1) Individuals enrolled in the Commonwealthôs Medallion and Title XXI CHIP programs 

(FAMIS, FAMIS MOMS).   

2) Individuals enrolled in a PACE program. 

3) Newborns whose mothers are CCC Plus Members on their date of birth.  However, the 

Contractor must adhere to a process that assures newborns get enrolled in Medicaid as soon 

as possible by completing the DMAS-213 form at 

https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/

z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFx

hJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-

psDn50Pgvypxr9hNKjwXLsNGiR2-

SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ

8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4. 

4) Dual eligible individuals without full Medicaid benefits, such as: 

i. Qualified Medicare Beneficiaries (QMBs);  

ii.  Special Low-Income Medicare Beneficiaries (SLMBs); 

iii.  Qualified Disabled Working Individuals (QDWIs); or, 

iv. Qualifying Individuals (QIs). Medicaid pays Part B premium. 

5) Individuals who have any insurance purchased through the Health Insurance Premium 

Payment (HIPP) program.  

6) Individuals with temporary coverage or who are in limited coverage groups, including:  

a. Individuals enrolled in Plan First (DMASô family planning program for coverage 
of limited benefits surrounding pregnancy prevention) who are not included in the 

Medicaid expansion population. 

b. Individuals enrolled in the Governorôs Access Plan (GAP), which provides basic 

medical and targeted behavioral health care to some uninsured Virginians with 

severe mental illness, or other limited benefit aid categories who are not included 

in the Medicaid expansion population. 

7) Individuals enrolled in a Medicaid-approved hospice program will not be auto-enrolled.  

However, if an individual enters a hospice program while enrolled in the CCC Plus 

program, the Member will remain enrolled in CCC Plus for those services.  

8) Individuals who live on Tangier Island. 

9) Individuals under age 21 who are approved for DMAS psychiatric residential treatment 

facility (formerly Level C) (PRTC) programs as defined in Emergency Regulation 12VAC 

30-50-130 (http://register.dls.virginia.gov/details.aspx?id=6233).  

10) Individuals with end stage renal disease (ESRD) and in fee-for-service at the time of 

enrollment will be auto-enrolled into the CCC Plus program but may request to be 

disenrolled and remain in fee-for-service.  DMAS will manually exclude these individuals 

if requested by Member within the first ninety (90) days of CCC Plus enrollment.  

However, an individual who does not request exclusion within the first ninety (90) days of 

CCC Plus enrollment or who develops ESRD while enrolled in the CCC Plus program will 

remain in CCC Plus.  

11) Individuals who are institutionalized in state or private ICF/ID and state ICF/MH facilities.  

A State acute care facility is not excluded.   

https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
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12) Individuals who reside at Piedmont, Catawba, Hiram Davis, and Hancock State facilities 

operated by DBHDS. 

13) Individuals who reside in nursing facilities operated by the Veterans Administration, or 

individuals who elect to receive nursing facility services in The Virginia Home Nursing 

Facility or in local government-owned nursing homes. These include the following nursing 

facilities:  

CCC Plus Excluded Nursing Facilities NPI 

Bedford County Nursing Home 1669440715 

Birmingham Green 1477586550 

Dogwood Village of Orange County Health 1932216546 

Lake Taylor Transitional Care Hospital  

(Different from Lake Taylor Long-Stay Hospital) 1336101039 

Lucy Corr Nursing Home 1992713812 

The Virginia Home Nursing Facility 1669432951 

Virginia Veterans Care Center            1730187048 

Sitter & Barfoot Veterans Care Center 1619184645 

14) Individuals participating in the CMS Independence at Home (IAH) demonstration (DMAS 

will manually exclude these individuals).  However, IAH individuals may enroll in the 

CCC Plus program if they choose to disenroll from IAH. 

15) Individuals receiving care/treatment in facilities located outside of Virginia as authorized 

by DMAS prior to CCC Plus enrollment date.   

16) Individuals who are incarcerated. (Individuals on house arrest are not considered 

incarcerated.) 

17) Individuals who reside in the Virginia Home Nursing Facility will be temporarily excluded 

from CCC Plus.  DMAS will transition the enrollment for Virginia Home residents to CCC 

Plus during a later implementation phase and through a transition plan that addresses the 

unique needs of the Virginia Home population and its system of care.  DMAS will develop 

the transition plan in collaboration with the Virginia Home and the CCC Plus health plans.   

18) Individuals enrolled in the Birth Injury Fund (refer to Section 23.1). 

19) Individuals who are included in the Medicaid expansion populations who are not identified 

as ñmedically complexò as described in Section 5.2 of this Contract.  These individuals are 

covered through the Medallion 4.0 program. 

20) Pregnant individuals who are within their first ninety (90) days of initial managed care  

enrollment, in their 3rd trimester of pregnancy, and their provider is not participating with 

the Contractor, upon request of the Member.  

 

The Department shall, upon new State or Federal regulations or Department policy, modify the 

list of excluded individuals as appropriate.  If the Department modifies the exclusion criteria, the 

Contractor shall comply with the amended list of exclusion criteria. 

3.2 CCC PLUS ENROLLMENT PROCESS 

Enrollment in the CCC Plus program is mandatory for eligible individuals as described in 

Section 3.1 above.  All eligible Members, except those meeting one of the exclusions outlined in 

Section 3.1.2 above, shall be enrolled in CCC Plus program.   
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The Contractor may receive enrollment on an individual who lives in a locality (i.e., Richmond) 

outside of the enrollment region (i.e., Norfolk).  Unless these individuals meet a specific 

requirement for exclusion, these individuals shall remain enrolled with the Contractor for all 

contractually required and medically necessary services under this Contract.  The Contractor 

shall coordinate care and work with providers in the locality where the Member is receiving 

services.   

 

The Contractor shall designate a CoverVA liaison to assist Members with MCO related issues. 

 

3.2.1  Enrollment and Health Plan Assignment Process 

The CCC Plus program enrollment and auto assignment process runs monthly on the 

18th.  Individuals determined to be eligible as of the 18th of the month have an effective date of 

the first of the following month. (For example, an individual is identified as being eligible on 

May 7. The effective date is June 1.) Individuals found to be eligible after the 18th are enrolled 

with an effective date of the first of the second month. (For example, an individual is identified 

as being eligible on May 19. The effective date is July 1.) 

 

The CCC Plus program will determine potential eligibly through a daily process. Newly eligible 

Members shall receive a notification letter and have the opportunity to select a health plan prior 

to auto assignment on the 18th. If no health plan is selected by the 18th of the month preceding the 

effective date (May 18 for a June 1 effective date), the Member is assigned to a health plan. The 

Member health plan default assignment is based upon the plans that have been approved by 

DMAS for participation in the Memberôs locality of residence and the Departmentôs intelligent 

assignment rules.  

3.2.2  Intelligent Assignment  

DMAS will use the following intelligent assignment methodology to determine the Memberôs 

default health plan assignment, in the following order of priority:  

1) If known, most recent previous Medicare (excluding Part D only plans) managed care 

enrollment within the past two (2) months;  

2) Most recent previous Medicaid managed care enrollment (i.e., Medallion, CCC, CCC Plus) 

within the past two (2) months;  

3) Individuals in a Nursing Facility will be assigned to a Contractor that includes the 

individualôs Nursing Facility in its network, based upon the Contractorôs successful 

submission of the provider record on the PSF106 file.  If the Nursing Facility is in more than 

one Contractorôs network, the assignment will be random between the Contractors with the 

Nursing Facilities in the network;  

4) Individuals in the CCC Plus Waiver who receive adult day health care (ADHC) services will 

be assigned to a Contractor that includes the individualôs ADHC provider in its network, 

based upon the Contractorôs successful submission of the provider record on the PSF106 file.  

If more than one Contractorôs network includes the individualôs ADHC provider in its 

network, the assignment will be random between the Contractors;  

5) Individuals in the CCC Plus program receiving technology assistance under the CCC Plus 

HCBS waiver will be assigned to a Contractor that includes the individualôs private duty 

nursing provider, based upon the Contractorôs successful submission of the provider record 
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on the PSF106 file.  If more than one Contractorôs network includes the individualôs private 

duty nursing provider in its network, the assignment will be random between the Contractors;  

6) If the expansion Member has a child in Managed Care, the Member will be enrolled in the 

same MCO as the child.   If the Member does not have a child in Managed Care, the Member 

will be randomly assigned an MCO; and, 

7) If none of the above applies to the individual, the Member will be randomly assigned to a 

Contractor in the individualôs locality (in approximately equal numbers by Contractor).  A 

limit of 70% of enrolled lives within an operational region may be placed on any Contractor 

participating within that region.  Should a Contractor's monthly enrollment within an 

operational region exceed 70%, the Department reserves the right to suspend random 

assignments to that Contractor until the enrolled lives are reflected at 70% or below.  

However, the enrollment cap may be exceeded due to Member-choice assignment changes, 

for continuity of care, or other reasons as the Department deems necessary.  

 

The Department reserves the right to revise the intelligent assignment methodology, as needed 

based upon DMASô sole discretion.  

3.2.3 Enrollment Process for Medicaid Expansion Population 

DMAS will use the following Enrollment process for the Medicaid expansion population. 

 

1) For Members with a Medicaid case history, such as parents of children already enrolled in 

Medicaid, who attest to having complex medical needs, the Department shall assign the parent to 

the same Contractor as their dependent is enrolled with. Those stating that they do not have 

complex medical shall be assigned to a Medallion 4.0 contracted health plan.  

 

2) For other individuals who are known by the Department (as described in Section 3.1.1 (7) a.), 

and who attest to having complex medical needs, or are deemed by the Department to have 

complex medical needs such as GAP Members, the Department shall randomly assign each 

Member to a health plan in the individualôs locality. Those stating that they do not have complex 

medical needs shall be assigned to a Medallion 4.0 contracted health plan.    

 

3) Notwithstanding the provisions in Section 3.2.18, Members will have ninety (90) days from 

their enrollment start date to actively choose a different health plan until the next open 

enrollment period for expansion Members. 

 

3.2.3.1 GAP Transition Special Provisions  

The Contractor is required to honor existing Fee-For-Service authorizations through the 

Behavioral Health Services Administrator, KePRO, pharmacy, etc.   

 

To ensure continuity of care and a smooth transition for all GAP Members at all times, the CCC 

Plus Contractor shall: 

 

1) Maintain the Memberôs current GAP SMI providers for up to thirty (30) days;  

2) Honor SAs issued prior to enrollment, including those through out of network providers, 

for up to thirty (30) days or until the authorization expires, whichever comes first; and, 
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3) Extend this timeframe as necessary to ensure continuity of care pending the providerôs 
contracting with the Contractor or the Memberôs safe and effective transition to a qualified 

provider within the MCOôs provider network or as authorized by the MCO out-of-network. 

 

Exceptions to these continuity of care provisions include the following circumstances:  

 

1) The Member requests a change;  

2) The provider chooses to discontinue providing services to a Member as currently allowed 

by Medicaid;  

3) The MCO or DMAS identify provider performance issues that affect a Memberôs health or 
welfare; or,  

4) The provider is excluded under State or Federal exclusion requirements. 

 

The Contractor must have a transition plan in place that utilizes the data that the Department 

shares with the Contractor. The Department shares medical, behavioral health, ARTS claims, and 

authorizations data with the Contractor.  By December 1, 2018, the Contractor shall be prepared 

to load this data, honor the authorizations, and risk-stratify the GAP population to mitigate any 

service gaps and to outreach to these members as expeditiously as the Memberôs condition 

requires. Refer to the CCC Plus Technical Manual. 

3.2.4  Enrollment Process for Individuals Hospitalized at Time of Enrollment 

Individuals who are hospitalized under fee-for-service at the time of enrollment (other than those 

listed in the Exclusions from CCC Plus Program Participation, Section 3.1.2, of this Contract) 

will be enrolled through the CCC Plus enrollment process described above.  If payment for the 

facility is made using the DRG process, then FFS is responsible for coverage of the facility for 

the entire inpatient stay; however,  the Contractor shall be responsible for coverage ancillary and 

provider services while the Member is inpatient.  The Contractor shall be responsible for the 

Memberôs care from the effective date of enrollment with the Contractor, and as such shall make 

every effort to reach out to these Members immediately upon learning of their enrollment/ 

hospitalization to assure care coordination services and discharge planning are handled 

appropriately.  Refer to the Provider Payment System, Section 12.4.9, of this contract for 

payment of services for individuals hospitalized at time of enrollment. 

3.2.5  Enrollment Process for Pregnant Individuals  

Members who are pregnant, other than those listed in the Exclusions from CCC Plus Program 

Participation section of this Contract, will be enrolled following the described CCC Plus 

enrollment process.  The Contractor shall reach out to these individuals immediately upon 

learning of the pregnancy to assure continuity of care and care coordination services are handled 

appropriately.   

3.2.6  Enrollment Process for Newborns 

When a CCC Plus Member is enrolled with the Contractor and gives birth during this enrollment, 

the newbornôs related birth and subsequent charges are not the responsibility of the Contractor.  

The Contractor shall inform mother/parent/guardian that in order for the newborn to be covered, 

the mother/parent/guardian must report the birth of the child by either calling the Cover Virginia 

Call Center at (855) 242-8282 or by contacting the Memberôs local Department of Social 
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Services.  The Contractor must also adhere to a process that assures newborns get enrolled in 

Medicaid as soon as possible by completing the DMAS-213 form available at: 

https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY

_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius

-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-

psDn50Pgvypxr9hNKjwXLsNGiR2-

SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8Vzf

G7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4. Once Medicaid 

enrolled, the newborn is the responsibility of FFS Medicaid until such time as the newborn is 

enrolled in one of the Departmentôs Medicaid managed care programs.   

3.2.7  Enrollment Process for Foster Care and Adoption Assistance Children  

The Contractor shall cover services for CCC Plus program enrolled foster care & adoption 

assistance children. Foster Care and Adoption Assistance children shall be considered one of the 

CCC Plus vulnerable sub-populations.  Refer the attached MOC Assessment (HRA) and 

Individualized Care Plan (ICP) Requirements by Population for guidance on assessment, 

reassessment, and ICP development timelines.  The Contractor shall work collaboratively with 

DMAS and Department of Social Services in meeting the Federal requirements related to the 

Virginia Health Care Oversight and Coordination Plan for children in foster care.  The 

Contractor shall comply with the following rules: 

1) For decisions regarding the foster care childôs medical care, the Contractor shall work 

directly with either the social worker or the foster care parent (or group home/residential staff 

person, if applicable). For decisions regarding the adoption assistance childôs medical care, 

the Contractor shall work directly with the adoptive parent.  

2) The social worker will be responsible for all changes to MCO enrollment for foster care 

children.  The adoptive parent will be responsible for all changes to MCO enrollment for 

adoption assistance children. An enrollment change can be requested at any time that the 

child is placed in an area not serviced by the MCO where the child is enrolled. 

3) Coverage shall not be limited to emergency services and must extend to all medically 

necessary EPSDT or required evaluation and treatment services of the foster care program, 

even out of area. 

4) If the Contractor has found that the foster care child has been placed in an area other than the 

one where the Contractor participates, the Contractor may contact the social worker to 

request a change of health plan be initiated. 

5) The Contractor shall work with DSS in all areas of care coordination. 

6) Foster care children are not restricted to their health plan selection following the initial ninety 

(90) day enrollment period.  

7) The Contractor shall provide coverage for all contractual covered services until DMAS 

disenrolls the child from the Contractorôs plan.  This includes circumstances where a child 

moves out of the Contractorôs service area.   

 

The Contractor shall report monthly to the Department any barriers identified in contacting 

and/or providing care to foster care children (Aid Category 076). The Barrier Report will provide 

DMAS with needed information to assist the Contractor in resolving the barriers reported.  Refer 

to the CCC Plus Technical Manual for Barrier Report specifications.   

 

https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
https://www.virginiamedicaid.dmas.virginia.gov/wps/myportal/ProviderFormsSearch/!ut/p/z1/jY_LDoIwEEW_xqWdovjY1ogLExISY4BuyAgFS6BtoOLj6wX2oLO7yT33ZIBDBFxhJwu0Uius-hzzbXIOXOYcqONT7-RQtmabYx9We59COBboxDEK_B9-psDn50Pgvypxr9hNKjwXLsNGiR2-SCuarhKWSJVWj0wQg_aeSJVriBfUR6kCLAQpWzMgqa6JvNUkx1S0xOjGDmitMwFxJ8VzfG7WbOprRJd4--Rv9gUlDLCQ/#Z7_JP4A1B01M0EF10A3A5D01M28E4
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For individuals enrolled with the Contractor who are former foster care children (Aid Category 

070), the Contractor shall communicate with the Member directly for any care coordination, 

service and/or program related issues.  These individuals have the same restrictions on health 

plan enrollment changes as any other CCC Plus program enrolled Member except foster care and 

adoption assistance individuals (See Health Plan Enrollment Changes in Section 3.2.15.)   

3.2.8  Assignment Process Related to Change in Medically Complex Determination 

Members who attested to having complex medical needs but were later determined not to have 

complex medical needs through a MMHS conducted by the Memberôs health plan, as described 

in Section 5.2.2, and submitted to the Department by the end of the month, shall be transferred 

from the CCC Plus program to the Medallion 4.0 program at the beginning of the following 

month. Members shall remain in the same health plan in Medallion 4.0 that they had for CCC 

Plus.  

 

Members who attested to not having complex medical needs, or who did not respond to the 

question regarding their medical complexity status, on the enrollment application, but are later 

determined to have complex health care needs through a MMHS conducted by the Memberôs 

health plan, as described in Section 5.2.2, and submitted to the Department by the end of the 

month, shall be transferred from the Medallion 4.0 program to the CCC Plus program at the 

beginning of the following month. Members shall remain in the same health plan in CCC Plus 

that they had for Medallion 4.0. 

 

Upon being transferred from Medallion 4.0 to CCC Plus Members will have ninety (90) days to 

switch plans in accordance with Section 3.2.15 and can make a request to change health plans as 

described in Section 3.2.16.  

3.2.9 Alignment with D-SNP 

Dual eligible Members will have the option of having their CCC Plus program and Medicare 

services coordinated by the same Contractor.  Therefore, the Contractor shall educate the 

Member on benefits of alignment and encourage dual Members that are enrolled with them for 

the CCC Plus program to also enroll in their companion D-SNP for the Medicare portion of their 

benefits.  However, these Members will continue to have the option of receiving their Medicare 

benefits from fee-for-service Medicare or through another Medicare Advantage/D-SNP Plan. 

3.2.10  Contractor Responsibilities Related to Enrollment  

The Contractor shall accept assignment for any eligible Member. Such determinations shall be 

final and are not subject to review or appeal by the Contractor. This does not preclude the 

Contractor from providing the Department with information to ensure that enrollment with the 

Contractor is correct.  

 

In accordance with 42 CFR § 438.56, the Contractor shall not request that the Department 

disenroll a Member for any reason, including but not limited to: because of an adverse change in 

the enrollee's health status, the Memberôs utilization of medical services; a Memberôs diminished 

mental capacity; or, a Memberôs uncooperative or disruptive behavior resulting from his or her 

special needs.  
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The Contractor shall refer Members and Potential Members who inquire about CCC Plus 

eligibility or enrollment to the Departmentôs Enrollment Broker, although the Contractor may 

provide factual information about the Contractorôs plan and its benefits prior to referring a 

request regarding eligibility or enrollment to the Enrollment Broker. 

 

In conducting any enrollment-related activities permitted by this Contract, or otherwise approved 

by the Department, the Contractor shall assure that Member enrollment is without regard to 

health status, physical or mental condition or disability, age, sex, national origin, race, or creed.   

 

The Contractor shall notify the Department within two (2) business days upon learning that a 

Member meets one or more of the CCC Plus exclusion criteria.  The Contractor shall report to 

the Department any Members it identifies as incarcerated within two (2) business days of 

knowledge of the incarceration.  (See CCC Plus Technical Manual for reporting requirements.) 

 

The Contractor shall be responsible for keeping its network providers informed of the enrollment 

status of each Member.  The Contractor shall report and ensure enrollment to network providers 

through electronic means. 

 

The Contractor shall notify the Member of his or her enrollment in the Contractorôs plan in 

accordance with requirements described in Member Communications and Enrollment Materials. 

3.2.11 DMAS Initial Enrollment Notice 

At the time an individual is determined to be eligible, a letter shall be sent to the individual by 

DMAS stating that the individual is being enrolled into the CCC Plus program and that the 

individual may pre-select a health plan.  

 

This initial notification letter specifies a ñcall byò date for Members to pre-select a health plan 

and information about how to contact the Managed Care Enrollment Broker. The Memberôs 

initial notice also explains if the Member does not call by the ñcall by dateò they will be enrolled 

with a default MCO, and provides the default MCO enrollment effective date.  

 

See Attachment 19 for enrollment notices specific to Medicaid Expansion population.  

3.2.12 Enrollment Assignment Notice 

The assignment letter is mailed to the Member and includes the Memberôs MCO assignment and 

the CCC Plus MCO comparison chart.  It explains the Memberôs right to change from one MCO 

to another during their initial ninety (90) calendar days of CCC Plus program enrollment and 

during open enrollment.    

 

See Attachment 19 for enrollment notices specific to Medicaid Expansion population.  

3.2.13 Enrollment Effective Time 

All enrollments are effective 12:00 a.m. on the first day of the first month in which they appear 

on the enrollment report.  The Contractor shall not be liable for the cost of any covered services 

prior to the effective date of enrollment/eligibility but shall be responsible for the costs of 

covered services obtained on or after 12:00 a.m. on the effective date of enrollment/eligibility. 
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3.2.14 Automatic Re-enrollment 

CCC Plus program individuals who have been previously enrolled with the Contractor and who 

regain eligibility for the CCC Plus program within sixty (60) calendar days of the effective date 

of exclusion or disenrollment will be reassigned to the Contractor without going through the 

selection or assignment process.  The Department will send Members a notice informing them of 

their re-enrollment with the Contractor. 

3.2.15 Health Plan Enrollment Changes 

Individuals will be permitted to change from one Contractor to another for cause at any time and 

without cause as follows:   

 

1) For the initial ninety (90) calendar days (3 calendar months) following the effective date of 

CCC Plus program enrollment with a health plan, the individual will be permitted to change 

from one Contractor to another without cause. This ninety (90) day time frame applies only 

to the individualôs initial program start date of enrollment.  It does not reset or apply to any 

subsequent enrollment periods with a different Contractor.  After the initial ninety (90) day 

period following the initial enrollment date, he or she may not disenroll without cause until 

the next open enrollment period. 

 

2) In accordance with 42 CFR § 438.56(c)(2)(iv), when the Department imposes the 

intermediate sanction specified in 42 CFR § 438.702(a)(4). 

 

3) Following their initial 90-day enrollment period, individuals (other than Foster Care and 

Adoption Assistance children) shall be restricted to their Contractor selection until the open 

enrollment period, unless disenrolled under one of the conditions described and pursuant to 

Section 1932 (a)(4)(A) of Title XIX.  The individual may disenroll from any contracted 

Contractor to another at any time, for cause, as defined by the Cause for Enrollment Changes 

section of this Contract.   

 

4) DMAS will notify individuals of their ability to change Contractors during an annual open 

enrollment period at least ninety (90) calendar days before the end of their enrollment period.  

 

5) Upon automatic reenrollment, if the temporary loss of Medicaid eligibility has caused 

the individual to miss the annual disenrollment opportunity. 

3.2.16 Cause for Enrollment Changes 

Consistent with § 1932(a)(4) of the Social Security Act, as amended (42 USC § 1396u-2), the 

Department must permit a Member to disenroll from one health plan to another at any time for 

cause.  In accordance with 42 CFR § 438.56, a Member may disenroll from his/her current plan 

to another plan for the following reasons: 

 

1) The Member moves out of the Contractorôs service area; 

2) The Contractor does not, because of moral or religious objections, cover the service the 

Member seeks; 

3) The Member needs related services (for example, a cesarean section and a tubal ligation) to 

be performed at the same time; not all related services are available within the provider 
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network; and the Memberôs primary care provider or another provider determines that 

receiving the services separately would subject the Member to unnecessary risk; 

4) The Member who receives LTSS would have to change their residential, institutional, or 

employment supports provider based on that providerôs change in status from an in-network 

to an out-of-network provider with the Contractor and, as a result, would experience a 

disruption in their residence or employment;  

5) Other reasons as determined by the Department, including poor quality of care, lack of access 

to services covered under this Contract, or lack of access to providers experienced in dealing 

with the Memberôs care needs; and, 

6) A Medicaid expansion Member may disenroll from one health plan to another after 

transitioning from the Medallion 4.0 program to the CCC Plus program or vice versa. 

 

The request may be submitted orally or in writing to the Department and cite the reason(s) why 

he or she wishes to disenroll.  The Department will review the request in accordance with cause 

for disenrollment criteria defined in 42 CFR § 438.56(d)(2).  The Department will respond to 

ñcauseò requests, in writing, within fifteen (15) business days of the Departmentôs receipt of the 

request.  In accordance with 42 CFR § 438.56(e)(2), if the Department fails to make a 

determination by the first day of the second month following the month in which the Member 

files the request, the disenrollment request shall be considered approved and effective on the date 

of approval. 

 

If Member is dissatisfied with the good cause for disenrollment from one plan to another 

determination made by the Department the Member may appeal through the State Fair Hearing 

Process in Section 15.4.3.3 of this Contract.  

3.2.17 Disenrollment Effective Time 

All disenrollments are effective 11:59 p.m. on the last day of enrollment.  If the disenrollment is 

the result of a plan change, it is effective the last day of the month.  If the disenrollment is the 

result of any exclusion, it may be effective any day during the month. 

3.2.18 Loss of CCC Plus Enrollment 

A Memberôs enrollment in the CCC Plus program will end upon occurrence of any of the 

following events: 

¶ Death of the Member; 

¶ Cessation of Medicaid eligibility; 

¶ Member meets at least one of the exclusion criteria listed in Section 3.1.2 of this 

Contract (the Department shall determine if the Member meets the criteria for 

exclusion); 

¶ Transfer to a Medicaid eligibility category not included in this Contract; or, 

¶ Certain changes made within the Medicaid Management Information System by 

eligibility case workers at the Department of Social Services. 

 

In certain instances, a Member may be excluded from participation effective with retroactive 

dates of coverage.  Reference Benefits and Service Requirements. 
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3.2.19 Informing o f Potential Ineligibility  

At least monthly, the Department or its enrollment broker will share with the Contractor data 

regarding reasons for enrollment and disenrollment (via the MCO Change Report).  When a 

Member for whom services have been authorized but not provided as of the effective date of 

exclusion or disenrollment, the Contractor shall provide to the Department and the relevant 

provider the history for that Member upon request.  The Contractor shall provide this service 

authorization history to the Department using the Medical Transition Reporting process 

described in the CCC Plus Technical Manual. 

3.2.20 Monthly and Weekly Enrollment File (834) 

An 834 enrollment file will be sent to the Contractor weekly on the 6th and 13th of each month 

(known as weekly files), monthly on the 19th (known as mid-month), and on the last day of the 

month. The weekly 834 files will contain any changes of Member information, and enrollment 

adds and terminations (drops) for CCC Plus MCO program disenrollments. The monthly 834 file 

will contain information about the Contractorôs CCC Plus membership, including audit, add and 

termination records for full eligibility/enrollment for current and future enrollment dates. 

Medicaid expansion Members will be included in the enrollment files described in this Section. 

There will be no separate enrollment file for this population. The 834 includes all related CCC 

Plus Membersô Level of Care (LOC) benefit information, including retro changes, based upon 

the transaction date.  For example, the 834: 

1) Includes current assignments;  

2) Includes both future-ended and open-ended Members; 

3) Reflects Members cancelled as of current month-end as dropped;  

4) Includes retro enrollments for level of care (LOC); 

5) Files on the 6th and 13th will only include audit (changes)/adds/drops since last 834 was 

created;  

6) Files on the 6th and 13th are also triggered by a Memberôs health plan change, benefit plan, 

or exception indicator (anything that is included on the 834);   

7) Reflects if Member is added and then dropped within a couple of days (within same report 

period and same health plan) as both an ADD and a DROP;  

8) Reflects moving from the Contractorôs plan to a new plan as a DROP and moving from 

another plan to the Contractorôs Plan as an ADD; and 

9) Reflects changes to the LOC or other information as an AUDIT (CHANGE), not both a 

DROP and ADD. 

3.2.21 Medical Transition Report (MTR) File 

The Department will send a Medical Transition Report (MTR) File to the Contractor (with the 

834) on the 6th, 13th, 19th, and at the end of each month (EOM).  The Contractor will receive 

one full MTR with the earliest 834 run that reflects a Memberôs enrollment with the Contractor.  

The full MTR includes claims and encounter history for the past two (2) years and any active 

Service Authorization (SA) history for the previous six (6) months.   

 

The Contractor will also receive interim MTRs (which will include SA information only) on the 

6th, 13th, 19th, and EOM. An interim MTR is only sent for Members who have experienced SA 

changes since the prior full/interim MTR.  Therefore, if a Member has not had any changes since 

the last report, the Member will not appear on the Contractorôs interim MTR.  The MTR and 834 
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may not match for the same reporting period.  The Contractor shall have established procedures 

in which this critical service information is reviewed, incorporated into the Contractorôs 

system(s) as needed, SAs are honored, and care coordination is initiated for these Members. 

 

When the Contractor is notified by the Department that a Member has disenrolled from its plan, 

the Contractor shall send MTR files for the Memberôs active service authorizations (SA only) to 

DMAS. (Note: Pharmacy service authorizations will follow a different process as noted below.)  

The files shall be sent to the Department within three (3) business days of notification on the 834 

that shows that the Member is being disenrolled.  The Contractor shall send MTR files on the 

9th, 16th, 22nd, and the 3rd.  The Contractor shall also send an interim MTR one day prior to the 

last day of the month, for a total of five (5) MTR reports during a month.  Only changes from the 

prior MTR are to be reported.  MCO MTR information shall be sent using the established MTR 

format reflected in the CCC Plus Technical Manual.  In circumstances where a Member changes 

from one MCO to another, DMAS will share the prior MCOôs MTR information with the new 

MCO for care coordination, utilization management and other related activities.   

 

On a weekly basis, the Contractor shall submit all Pharmacy service authorizations completed 

during the past week, for all CCC Plus members to DMAS via the NCPDP Standard Format, as 

defined in the CCC Plus Technical Manual. The Contractor shall submit no more than one file 

per week.  Should the Contractor not submit the file timely as outlined in the CCC Plus 

Technical Manual or should DMAS reject the file submitted due to not meeting NCPDP 

Standard Format requirements, the Contractor shall submit two weeks of Pharmacy service 

authorization information by the next weeks timeframe.    
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SECTION 4.0 BENEFITS AND SERVICE REQUIREMENTS 

4.1 GENERAL BENEFITS PROVISIONS  

Throughout the term of this Contract, the Contractor shall promptly provide, arrange, purchase or 

otherwise make available the full continuum of services required under this Contract to all of its 

Members, including: acute and primary, institutional and community-based LTSS, behavioral 

health, and special Medicaid services outlined in this section. As provided in 42 CFR § 438.210 

(a)(5)(i), the Contractorôs medical necessity criteria shall not be more restrictive than the 

Departmentôs criteria.  The Contractorôs coverage rules for contract covered services shall also 

ensure compliance with Federal EPSDT coverage requirements for Members under the age of 

21. The Contractor shall provide services at least in equal amount, duration, and scope as 

available under Medicaid fee-for-service program and as described in the Attached CCC Plus 

Coverage Chart.   

 

The Contractor shall assume responsibility for all covered medical conditions of each Member as 

of the effective date of coverage under the CCC Plus program, regardless of the date on which 

the condition was first diagnosed. The Contractor shall cover all pre-existing conditions.   

 

The Contractor must provide written notification to all affected participating providers at least 30 

days prior to the effective date of changes to any operational process that would affect services to 

members, including but not limited to claims processing, service authorizations, etc. This 

requirement applies to all services listed in Section 4.0 of this Contract. 

 

The Department may modify covered services required by this Contract through a contract 

amendment and, if applicable, will adjust the capitation payment in an amount deemed 

acceptable by the Department and the Contractor. The Department shall notify the Contractor in 

advance of any mid-year modification to the services, contract and/or capitation payment.   

4.1.1  Laboratories 

In accordance with 42 CFR §§ 493.1 and 493.3, all laboratory testing sites providing services 

under this Contract are required to have either a Clinical Laboratory Improvement Amendments 

(CLIA) certificate or waiver of a certificate of registration along with a CLIA identification 

number.   

4.2 BEHAVIORAL HEALTH SERVICES  

4.2.1 Inpatient and Outpatient Services 

The Contractor shall provide coverage for Medicaid covered inpatient and outpatient behavioral 

health treatment services to its CCC Plus Members within the amount, duration, and scope 

described in the attached CCC Plus Coverage Chart.  The Contractorôs medical necessity criteria 

shall be consistent with Federal, State, and the Departmentôs guidelines.  The Contractorôs 

coverage rules and authorization practices shall at all times comply with the Mental Health Parity 

and Addiction Equity Act (MHPAEA).  Reference State Plan Substituted Services (In Lieu of 

Services). 
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4.2.2 Community Mental Health Rehabilitation Services (CMHR S) 

The Contractor shall provide coverage for the subset of behavioral health services known as 

Community Mental Health Rehabilitation Services (CMHRS).  CMHRS are listed in the table 

below and are explained in detail in the attached CCC Plus Coverage Chart (Attachment 5).   

 

Community Mental Health Rehabilitation Services Procedure Code 

Mental Health Case Management H0023 

Therapeutic Day Treatment (TDT) for Children / Assessment H0035 HA, UG, U7 / H0032 

U7 

Day Treatment/ Partial Hospitalization for Adults / Assessment H0035 HB / H0032 U7 

Crisis Intervention H0036 

Intensive Community Treatment / Assessment H0039 / H0032 U9 

Mental Health Skill-building Services (MHSS) / Assessment H0046 / H0032 U8 

Intensive In-Home / Assessment   H2012 / H0031 

Psychosocial Rehab / Assessment H2017 / H0032 U6 

Crisis Stabilization H2019 

Behavioral Therapy / Assessment H2033 / H0032 UA 

Mental Health Peer Support Services or Family Support Partners ï 

Individual 

H0025 

Mental Health Peer Support Services or Family Support Partners ï 

Group 

H0024 

 

The Contractor shall be fully responsible for meeting the CMHRS network adequacy standards.  

To meet these standards, the Contractor may (1) subcontract with the Departmentôs BHSA 

(Magellan of Virginia); (2) contract with a different BHSA; or (3) provide the full scope of 

required services through the Contractorôs own network of behavioral health providers.  The 

Department will review and approve the Contractorôs complete behavioral health provider 

network and transition plan.  Also refer to Specialized Network Provisions and Behavioral 

Health Services Administrator. 

 

The Contractor shall work with the Department to implement the CMHRS benefit and facilitate 

care coordination between CMHRS and other healthcare providers to improve integrated care 

based delivery systems for individuals with mental health disorders.  

 

The Contractorôs CMHRS criteria shall be consistent with the Departmentôs criteria for the 

Community Mental Health Rehabilitation Services (CMHRS) benefit as defined in 12 VAC 30-

50-130, 12VAC30-50-226, 12VAC30-60-5, 12VAC30-60-61 and 12VAC30-60-143 and 

12VAC30-130-2000 [excluding C.4, D.2(d) and E(i)].  Providers are required to perform a 

Service Specific Provider Intake (SPPI) as defined in 12VAC30-50-130 or a Comprehensive 

Needs Assessment (CNA) as described in the November 20, 2018 DMAS Provider Medicaid 

Memo prior to submitting a request for CMHRS. Behavioral Therapy services shall be consistent 

with the Departmentôs criteria as defined in the Behavioral Therapy Program Manual 

Supplement.  All CMHRS Services will require a service authorization or registration to qualify 

for reimbursement.  CMHRS service authorization and registration provider requirements are 

described in Section 6.2.5.2 of this Contract.  
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The Contractor shall implement all CMHRS requirements, provider training goals and targeted 

programmatic improvements as directed by the Department. The Contractor shall work with the 

Department and the CMHRS Transition Implementation Workgroup to ensure that the 

Contractorôs CMHRS system of care is able to meet its Membersô needs.   

4.2.2.1 CMHRS Standards of Care 

The Contractor shall use the DMAS defined medical necessity criteria for coverage of CMHRS.  

In order to receive CMHRS services, the Member must be enrolled in the CCC Plus program and 

must meet the service specific medical necessity criteria as defined in the CMHRS Provider 

Manual and the Behavioral Therapy Program Manual Supplement.  The Contractor shall review 

the requests on an individual basis and determine the length of treatment and service limits are 

based on the individualôs most current clinical presentation. 

4.2.2.2 CMHRS Network Development Plan 

The Contractorôs CMHRS network shall ensure sufficient Member access to high quality service 

providers with demonstrated ability to provide evidence based treatment services that consist of 

person centered, culturally competent and trauma informed care using a network of high quality, 

credentialed, and knowledgeable providers in each level of care within the access to care and 

quality of care standards as defined by the Department.  Reference Specialized Network 

Provisions. 

4.2.2.3 CMHRS Provider Qualifications 

The Contractor shall use DMAS recognized licensed and credentialed treatment professionals as 

defined in 12VAC30-50-226, 12VAC30-50-130, 12VAC30-60-143 and 12VAC30-60-61, and 

the Behavioral Therapy Program Manual Supplement.  The Contractor shall verify that 

registration requirements for peers and qualified mental health professionals are met as directed 

by the Department of Health Professions in accordance with all applicable regulations. 

 

The Contractor shall allow for the billing methods by each CMHRS Level of Care as defined by 

the Department and detailed in the table below:   

 

Community Mental Health 

Rehabilitation Services 

Billing 

Method 

Urban Rate 

Per Unit 

Rural Rate 

Per Unit 
Mental Health Case Management CMS-1500 N/A N/A 
Therapeutic Day Treatment (TDT) 

for Children 
CMS-1500 or 

UB 

N/A N/A 

Day Treatment/ Partial 

Hospitalization for Adults 
CMS-1500 or 

UB 

N/A N/A 

Crisis Intervention CMS-1500 $30.79 $18.61 
Intensive Community Treatment CMS-1500 $153.00 $139.00 

Mental Health Skill-building 

Services (MHSS) 
CMS-1500 $91.00 $83.00 

Intensive In-Home CMS-1500 N/A N/A 
Psychosocial Rehab CMS-1500 N/A N/A 
Crisis Stabilization CMS-1500 $89.00 $81.00 

Behavioral Therapy (ABA) CMS-1500 N/A N/A 
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Mental Health Peer Support 

Services ï Individual CMS-1500 
N/A N/A 

Mental Health Peer Support 

Services ï Group CMS-1500 
N/A N/A 

Peer Supports CMS-1500 N/A N/A 

 

4.2.3 Residential Treatment Services 

Residential Treatment services include Psychiatric Residential Treatment Facility Services 

(PRTF) and Therapeutic Group Home Services (TGH) for the Departmentôs CCC Plus program 

individuals and are administered through the Departmentôs BHSA (Magellan of Virginia).  Any 

person or child admitted to a Psychiatric Residential Treatment Facility will be temporarily 

excluded from the CCC Plus program until they are discharged.  Any person or child admitted to 

a Therapeutic Group Home will not be excluded from the CCC Plus Program; however, the TGH 

per diem service is carved out of the CCC Plus contract and will be administered through 

Magellan of Virginia.  Any professional medical services rendered to individuals in the TGH 

will be administered by the CCC Plus health plans.   

 

The Contractor shall work closely with the Departmentôs BHSA to ensure against unnecessary 

institutional placement; i.e., including where treatment in a community level of care is a timely 

and safe and effective treatment alternative.  The Contractor shall collaborate with the BHSA to 

ensure physician engagement occurs on behalf of the Member during the independent 

certification of need process as required prior to any residential treatment service authorization.   

 

The Contractor shall collaborate with the BHSA to facilitate Independent Assessment 

Certification and Coordination Team (IACCT) activities on behalf of the Member.  The 

Contractor shall work collaboratively with the Departmentôs BHSA to ensure coordination of 

Medical, ARTS, and mental health services for its Members and shall provide coverage for 

transportation and pharmacy services necessary for the provision of, and as related to, TGH 

carved out services.   

 

Members enrolled with the Contractor and who are admitted to a Residential Treatment Center 

for Substance Use Disorder are not excluded and shall remain enrolled with the Contractor. 

Transitioning PRTF and TGH services including the Independent Assessment Certification and 

Coordination Team (IACCT) functions to the CCC Plus program may occur at a later date.     

 

4.2.3.1  Collaboration with DMAS, DBHDS, and Interested Stakeholders 

The Contractor shall work collaboratively with DMAS, as well as with DBHDS, DHP, VDH, 

OCS and local CSA Coordinators, DSS, providers, DMAS contractors, relevant local, State, 

tribal, social service agencies, and other interested stakeholders to provide the infrastructure to 

support successful transition of the Residential Treatment Services, Independent Assessment, 

Coordination and Certification Teams and Treatment Foster Care Case Management services and 

to ensure that the Contractorôs RTS benefit is fully operational upon notification from the 

Department, and through separately issued guidance on the planned transition of RTS into 

managed care scheduled to occur Spring 2020.   
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4.2.4 Addiction and Recovery Treatment Services (ARTS) 

The Contractorôs ARTS criteria shall be consistent with the American Society for Addiction 

Medicine (ASAM) criteria as well as the Departmentôs criteria for ARTS as defined in 12 VAC 

30-130-5000 et al.   

 

The Contractor shall implement all ARTS requirements and improvements as directed by the 

Department. The Contractor shall work with the Department to ensure that the Contractorôs 

ARTS system of care is able to meet its Membersô needs.   

 

4.2.4.1  Critical Elements of the Contractorôs ARTS System of Care 

4.2.4.1.1  Comprehensive Evidence-Based Benefit Design 

The Contractorôs ARTS system of care shall include recognized best practices in the Addiction 

Disease Management field, including a robust array of services and treatment methods to address 

the immediate and long-term physical, mental and SUD care needs of the individual.  The 

Contractorôs system of care shall include recognized best practices in the Addiction Disease 

Management field such as the American Society of Addiction Medicine (ASAM) criteria and the 

Centers for Disease Control Opioid Prescribing Guidelines.     

 

The Contractor shall provide coverage for services at the most appropriate American Society of 

Addiction Medicine (ASAM) level of care based on the most current version of The ASAM 

Criteria: Treatment Criteria for Addictive, Substance-Related, and Co-Occurring Conditions 

and the Departmentôs criteria defined in 12VAC30-130-5000 et al and the ARTS Provider 

Manual, which includes inpatient detoxification services provided in an acute care hospital 

settings licensed by the Virginia Department of Health (VDH); residential treatment services 

provided in a facility licensed by DBHDS; and SUD outpatient services by licensed or 

credentialed staff through the Department of Health Professions (DHP).  As directed by DMAS, 

the Contractor shall provide coverage in IMD settings as appropriate based on the ASAM 

Criteria for adults who are 21 through 64 years of age.  

4.2.4.1.2  Appropriate Standards of Care 

The Contractor shall use the DMAS defined medical necessity criteria for coverage of ARTS.  In 

order to receive ARTS services, the Member must be enrolled in the CCC Plus program and 

must meet the following medical necessity criteria: 

 

1) Must have one diagnosis from the Diagnostic and Statistical Manual of Mental Disorders 

(DSM) for Substance-Related and Addictive Disorders with the exception of Tobacco-

Related Disorders and Non-Substance-Related Disorders; or be assessed to be at risk for 

developing substance use disorder (for youth under 21);  

 

2) Must meet the severity and intensity of treatment requirements for each service level defined 

by the most recent edition of The ASAM Criteria:  Treatment Criteria for Addictive, 

Substance-Related and Co-Occurring Conditions.  Medical necessity for all ASAM levelsof 

care is based on the individualôs assessed biopsychosocial severity and is defined by the 

extent and severity of the individualôs problems as defined by a licensed clinician based on 
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the individualôs documented severity of need in all six (6) ASAM multidimensional 

assessment areas; and,  

 

3) For individuals under the age of twenty-one (21) who do not meet the ASAM medical 

necessity criteria upon initial review, a second individualized review will be administered to 

ensure the individualôs treatment needs are assessed and medically necessary services will be 

coordinated to correct and ameliorate health conditions that are coverable under section 

1905(a) Medicaid authority.  

The Contractor shall use DMAS recognized licensed and credentialed treatment professionals 

as defined in 12VAC30-130-5020 and in Section 4.2.4.1.4 of this contract.  The Contractor 

shall use The ASAM Treatment Criteria for Addictive, Substance-Related and Co-Occurring 

Conditions to review and coordinate service needs by applying the ASAM treatment criteria 

and determining medical necessity for ARTS services in accord with 12VAC30-130-5100.  

The Contractorôs ARTS Care Coordinator, or a licensed physician or Medical Director 

employed by the Contractor, will perform an independent assessment of requests for all 

ARTS intensive outpatient (ASAM Level 2.1), partial hospitalization (ASAM Level 2.5), 

residential treatment services and inpatient services (ASAM Levels 3.1, 3.3, 3.5, 3.7 and 4.0) 

using Member information transmitted by providers via the ARTS Service Authorization 

Review Forms. The ARTS Service Authorization Review Forms are available at: 

http://www.dmas.virginia.gov/#/artsregistration. The Contractor shall review the requests on 

an individual basis and determine whether the length of treatment and service limits are 

based on the individualôs most current multidimensional risk profile and apply the ASAM 

Treatment Criteria in accord with 12VAC30-130-5000 et al.   

4.2.4.1.3  Strong Network Development Plan 

The Contractorôs ARTS network shall ensure Member access to timely care through a sufficient 

network of high quality, credentialed, and knowledgeable providers in each level of care.  

Reference Specialized Network Provisions. 

4.2.4.1.4  ARTS Provider Qualifications 

The Contractor shall use DMAS recognized licensed and credentialed treatment professionals 

including: addiction credentialed physicians; buprenorphine waivered practitioners licensed 

under Virginia law and registered with the Drug Enforcement Administration (DEA) to prescribe 

schedule III, IV, or V medications for treatment of pain; licensed, registered, and certified 

credentialed addiction treatment professionals as defined in 12VAC30-130-5020; and certified 

peer recovery specialists as defined in 12VAC30-130-5160.  In situations where a certified 

addiction physician is not available, the Contractor shall recognize physicians who are not 

addiction credentialed but have some specialty training or experience in treating addiction or 

experience in addiction medicine or addiction psychiatry. The Contractor shall credential ASAM 

Level 2.1, 2.5, 3.1, 3.3, 3.5, 3.7, 4.0 and Opioid Treatment Program providers of ARTS services 

using the ARTS ASAM Level 2.1 to 4.0 Credentialing Form and ARTS Staff Roster available at: 

http://www.dmas.virginia.gov/#/artscredentialing.  

 

http://www.dmas.virginia.gov/#/artsregistration
http://www.dmas.virginia.gov/#/artscredentialing
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The Contractor shall credential the Preferred Office Based Opioid Treatment (OBOT) providers 

approved by the Department using the criteria as set forth by the Department in 12VAC30-130-

5060.  Approval will be based on the Office of the Chief Medical Officerôs review of the ARTS 

OBOT Attestation Application available online at: 

http://www.dmas.virginia.gov/#/artscredentialing. The Contractor shall provide the Department a 

report on a monthly basis of the OBOT credentialed organizations in the Contractorôs network as 

defined in the ARTS Technical Manual. 

4.2.4.1.5  ARTS Benefit Management 

The Contractor shall provide coverage for ARTS benefits within the amount, duration, and scope 

of coverage requirements described in the CCC Plus Coverage Chart of this Contract, in 

accordance with the Mental Health Parity and Addiction Equity Act (MHPAEA) and as defined 

in 12 VAC 30-130-5100.   

 

To the greatest extent possible, the Contractor will aim to maintain compliance with length of 

stay limits, e.g., 30-day average length of stay for residential services.  Should length of stay 

limits be exceeded, the Contractor shall provide evidence to DMAS that such limits were 

exceeded due to the lack of provider availability (e.g., provider shortage area) in a lower ASAM 

Level of Care as defined in this Contract. 

 

The Contractor shall allow for the billing methods by ASAM Level of Care as defined by the 

Department and detailed in the table below:   

 

ASAM Level Billing Method  

0.5 CMS-1500 

1.0 CMS-1500 

2.1 CMS-1500 or UB 

2.5 CMS-1500 or UB 

3.1 CMS-1500 

3.3 UB 

3.5 Residential UB 

3.5 Inpatient UB 

3.7 Residential UB 

3.7 Inpatient UB 

4.0 UB 

Opioid Treatment Program CMS-1500 

Preferred Office Based Opioid Treatment CMS-1500 

Substance Abuse Case Management CMS-1500 

Substance Abuse Care Coordination CMS-1500 

Peer Supports CMS-1500 

 

The Contractor shall not require service authorizations for Screening, Brief Intervention and 

Referral to Treatment (ASAM Level 0.5), Outpatient Services (ASAM Level 1.0), or services 

provided by a Contractor credentialed OTP or Preferred OBOT organization.  The following 

ARTS Services will require a service authorization to qualify for reimbursement: 

¶ Intensive Outpatient (ASAM Level 2.1); 

http://www.dmas.virginia.gov/#/artscredentialing
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¶ Partial Hospitalization (ASAM Level 2.5); 

¶ ASAM Level 3 residential services (ASAM Level 3.1, 3.3, 3.5, 3.7);  

¶ ASAM Level 4 inpatient hospital services (ASAM Level 4.0); and, 

¶ Peer Support Services. 

 

Authorizations may be approved retroactively based on established provider enrollment 

contractual requirements after a provider has engaged a Member in treatment to promote 

immediate entry into withdrawal management processes and addiction treatment.  The 

Contractor shall respond to the providerôs service authorization submission via the ARTS 

uniform service authorization request form with the results of the Contractorôs independent 

assessment within three (3) calendar days for requests for placement at Intensive Outpatient and 

Partial Hospitalization (ASAM Levels 2.1, 2.5) and Group Home (ASAM Level 3.1).  The 

Contractor must respond to the providerôs service authorization submission via the ARTS Service 

Authorization Request Forms within one (1) calendar day for requests for placement in 

Residential Treatment Services (ASAM levels 3.3, 3.5, and 3.7) and Inpatient Hospitals (ASAM 

Level 4.0).   

 

The Contractor shall employ an ARTS Care Coordinator who is a licensed practitioner of the 

healing arts, including a physician or medical director, licensed clinical psychologist, licensed 

clinical social worker, licensed professional counselor, nurse practitioner or registered nurse with 

clinical experience in treatment of substance use disorder.  The ARTS Care Coordinator shall 

perform an independent assessment of requests for all ARTS residential treatment services and 

inpatient services (ASAM Levels 3.1, 3.3, 3.5, 3.7 and 4.0).  The ARTS Care Coordinator shall 

also provide clinical care coordination as defined in section 4.2.4.1.8 of this Contract. 

Effective July 1, 2019, the Contractor shall require all ARTS Intensive Outpatient Programs 

(ASAM Level 2.1), Partial Hospitalization Programs (ASAM Level 2.5), and Residential 

Treatment Providers (ASAM Levels 3.3, 3.5, and 3.7) to ensure that Medicaid enrolled members 

with an Opioid Use Disorder admitted to any of these programs have access to evidence-based 

Medication Assisted Treatment, including buprenorphine.  The Contractor shall be responsible 

for ensuring that ARTS IOP, PHP, and RTS providers are assessing and referring members for 

Medication Assisted Treatment (MAT) in these settings. 

4.2.4.1.6  Pharmacy 

The Contractor shall be responsible for covering all Food and Drug Administration (FDA) 

approved drugs for Members based on the Common Core Formulary as well as follow the 

Departmentôs approved fee-for-service clinical criteria for drugs used in the treatment of opioid 

use disorder and pain management.  Criteria may be located on the DMAS website at:  

https://www.virginiamedicaidpharmacyservices.com.  The Contractor is expected to meet all 

other requirements as set forth in Section 4.8, Pharmacy Services.  

 

The Contractor or its Pharmacy Benefit Manager, at a minimum, will cover all DMAS Preferred 

Drug List (PDL) ñpreferredò non-opioid pharmacologic therapies for pain. The Contractor shall 

cover naloxone injection and nasal spray without restrictions for all Members.  The DMAS PDL 

can be accessed at https://www.virginiamedicaidpharmacyservices.com.  The Contract shall 

assure that coverage is no more restrictive than the applicable DMAS PDL requirements and that 

no additional service authorization criteria, quantity limits or clinical edits are applied.  

https://www.virginiamedicaidpharmacyservices.com/
https://www.virginiamedicaidpharmacyservices.com/
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The Contractor shall utilize the Departmentôs approved service authorization criteria and 

quantity limits for methadone, short-acting opioids, long-acting opioids and buprenorphine 

containing products when evaluating benefit coverage. DMAS approved service authorization 

forms can be accessed at 

https://www.virginiamedicaidpharmacyservices.com/asp/authorizations.asp.  The Contractor 

shall not place additional service authorization criteria, quantity limits or other clinical edits on 

these drugs.  

 

The Contractor shall be responsible for complying with the DMAS approved clinical criteria for 

drugs used in the treatment of opioid use disorder and pain management.  Criteria can be found 

in the DMAS Provider Memo dated December 1, 2016 titled ñImplementation of CDC Guideline 

for Prescribing Opioids for Chronic Pain ï Coverage of Non-Opioid Pain Relievers and Uniform, 

Streamlined Prior Authorization for New Opioid Prescriptions Effective December 1, 2016ò. 

 

The Contractor shall cover buprenorphine containing drugs, naltrexone and methadone when 

provided as part of Medication Assisted Treatment (MAT) program which includes psychosocial 

therapy at rates no less than the Medicaid Fee-for-Service fee schedule in place at the time of 

service.  

 

The Contractor shall allow prescriptions for preferred/formulary buprenorphine/naloxone drugs 

written by providers of organizations that are credentialed by the Contractor as a Preferred Office 

Based Opioid Treatment (OBOT) provider and an in-network buprenorphine waivered providers 

(BWP) provider to by-pass all service authorization requirements when prescribed in dosages of 

24 mg or less per day. 

 

The Contractor shall allow prescriptions for methadone and buprenorphine containing drugs 

written by providers of organizations that are credentialed by the Contractor as an Opioid 

Treatment Program to by-pass all service authorization requirements. 

The Contractor shall ensure all orders, prescriptions or referrals for items, or services for 

Members originate from appropriately licensed practitioners. The Contractor must credential and 

enroll all ordering, referring and prescribing physicians or other professionals providing services 

to CCC Plus program Members.  All claims for payment for ordered or referred drugs, items or 

services must include the NPI of the ordering or referring physician or other professional.  If the 

NPI is not provided on the claim for payment of the ordering or referring provider is not 

credentialed by the Contractor, the Contractor may deny the claim.  

4.2.4.1.7  Integration of Physical Health, Behavioral Health, and Addiction and Recovery 

Treatment Services 

The Contractor shall implement viable strategies to implement a fully integrated care model 

including coordination of physical and behavioral health, primary care, and pharmacy services. 

This includes clinically indicated infectious disease testing such as HIV, Hepatitis A/B/C, 

syphilis, and tuberculosis testing for members with OUD at initiation of and as indicated during 

treatment.  The Contractor shall also ensure coverage of Hepatitis C treatment and HIV treatment 

and prevention including pre-exposure prophylaxis.  For women of childbearing age, the 

https://www.virginiamedicaidpharmacyservices.com/asp/authorizations.asp
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Contractor shall promote contraception management with addiction treatment including long 

acting reversible contraception (LARC). 

 

The Contractor shall focus on the primary care physician (PCP) relationship as the Memberôs 

provider ñhealth home.ò This strategy will promote one provider having knowledge of the 

memberôs health care needs, whether disease specific or preventive care in nature. The 

Contractor shall ensure that PCPs are educated regarding their responsibilities. 

4.2.4.1.8  ARTS Clinical Care Coordination and 24/7 Toll-Free Access 

The Contractor, consistent with Federal and State confidentiality requirements, shall implement 

structured care coordination plans for achieving seamless transitions of care.  These plans will 

address overall care coordination for the ARTS benefit, transitions between all ASAM Levels of 

Care, transitions between ARTS service providers, transitions between delivery systems (i.e., 

moving from fee-for-service to managed care), collaboration between behavioral health and 

physical health systems, and collaboration between the health plans and the BHSA.  The 

Contractor shall emphasize care coordination for any Member with SUD transitioning from 

emergency departments or inpatient stays. 

 

The Contractor shall use data from multiple sources (including utilization data, health risk 

assessments, state agency aid categories, demographic information, and Health Department 

epidemiology reports) to identify members with complex health needs, including members who 

need help navigating the health system to receive appropriate delivery of care and services.  

When clinically indicated, the Contractor will assign each member to a Care Coordinator to 

provide care coordination support throughout the course of treatment, ensuring that all relevant 

information is shared with the treating providers through care transitions.  

 

The Contractor shall provide ongoing education to providers regarding the requirement to engage 

in discharge planning for all members, including coordination with the provider at the next level 

of care, to ensure the new provider is aware of the progress from the prior level of care.  The 

Contractor shall conduct chart reviews to ensure compliance and identify opportunities to 

improve quality of care (See Section 10.3 of this Contract). The Contractor shall facilitate the 

transfer of clinical information between treating practitioners to foster continuity of care and 

progress towards recovery. 

 

The Contractor shall refer to and collaborate with the Behavioral Health Services Administrator 

(BHSA) for mental health services not included in the contract. The BHSA shall communicate 

via medical records and other appropriate means to enable the Contractor to adequately track 

Member progress. 

 

The Contractor shall develop care management and coordination structures to manage pregnant 

and post-partum populations with histories of or current substance use, focusing on planning 

strategies to facilitate a recovery environment addressing improvements in maternal and child 

health, positive birth outcomes and addiction and recovery treatment approaches. 

   

In order to minimize barriers to care, the Contractor shall ensure that its network includes 

behavioral health professionals performing addiction and recovery treatment service assessments 

via telehealth (where available).  Services provided via telehealth shall be consistent with State 



 

45 
 

regulations. ARTS Care Coordinators will be knowledgeable about the telehealth delivery 

system in Virginia and will refer Members in rural and other hard to access areas to these 

systems in order to receive an assessment. It is expected that there will be some Members who 

will not be able to access this evaluation through a telehealth solution or an office visit due to 

transportation, psychosocial, or health issues, thus the Contractor shall contract with a subset of 

evaluators to provide in home evaluations in order to accommodate the needs of these Members.  

Reference Federal Confidentiality Rules Related To Drug Abuse Diagnosis and Treatment. 

 

4.2.4.1.9  Program Integrity Safeguards 

The Contractor shall perform an annual review on all providers to assure that the health care 

professionals under contract with the provider are qualified to provide ARTS and that services 

are being provided in accordance with contract, the ASAM criteria and set forth in 12VAC30-

130-5000 et al., and the ARTS Provider Manual, and CCC Plus program requirements.  

Reference Provider Credentialing Standards. 

4.2.4.1.10  Community Integration  

The Contractor shall ensure compliance with CMS established person-centered planning and 

community based setting requirements into all ARTS service planning and service delivery 

efforts. ARTS service planning and delivery will be based upon a person-centered assessment 

designed to help determine and respond to what works in the personôs life and thus needs to be 

maintained or improved and what does not work and thus needs to be stopped or changed.  The 

Contractor shall ensure that providers deliver services in a manner that demonstrates cultural and 

linguistic competency as detailed in this contract.   

 

Peer support services shall be made available to CCC Plus Members receiving ARTS services at 

all levels of care. Peer support resources are an integral component of community integration.  

4.2.4.1.11  Services for Adolescents and Youth with SUD 

The Contractor shall ensure timely access to the full scope of coverage available to children 

under age twenty-one (21), pursuant to the EPSDT benefits. The Contractor shall ensure that 

providers working with children under age twelve (12) have the experience in addiction 

treatment with children and adolescents. 

4.2.4.1.12  ARTS Reimbursement 

The Contractor must reimburse practitioners for all ARTS services and levels of care at rates no 

less than the Medicaid Fee-for-Service fee schedule.  Reference  Exceptional Processing and 

Payment Rules for Nursing Facility, LTSS, ARTS, and Early Intervention. 

4.2.4.1.13  Quality Measurement and Improvement 

The Contractor shall comply with the detailed requirements and expectations outlined in this 

Contract.  The ARTS specific quality measures and reporting and monthly ARTS deliverables 

are described in Section 10.0 of this Contract. 

 

The Contractor shall submit any ad hoc reporting requirements specific to ARTS according the 

specifications given by the Department at any time for the purposes of Federal and State ARTS 

reporting, ARTS ongoing monitoring and compliance, ARTS evaluation, etc.  
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4.2.4.1.14  Interventions to Prevent Controlled Substance Use  

The Contractor shall be responsible for complying with all DMAS approved clinical criteria for 

drugs used in the treatment of opioid use disorder and pain management.  Criteria may be located 

on the DMAS website at: https://www.virginiamedicaidpharmacyservices.com/. 

 

The Contractor shall educate providers and Members about the risk factors for opioid-related 

harms and provide management plan strategies to mitigate risk including but not limited to 

benzodiazepine and opioid tapering tools, physician/patient opioid treatment agreements, and the 

offering of naloxone when factors that increase risk for opioid overdose, such as history of 

overdose, history of substance use disorder, higher opioid dosages or concurrent benzodiazepine 

use, are present.  

 

The Contractor or its Pharmacy Benefits Manager shall implement point-of-sale denial edits 

consistent with the DMAS approved clinical criteria detailed in the DMAS Provider Memo dated 

December 1, 2016 titled ñImplementation of CDC Guideline for Prescribing Opioids for Chronic 

Pain ï Coverage of Non-Opioid Pain Relievers and Uniform, Streamlined Prior Authorization 

for New Opioid Prescriptions Effective December 1, 2016.ò   

 

The Contractor shall have in place authorization procedures to override any of the denials when 

the prescriber provides compelling clinical documentation and medical necessity for the 

override. 

4.2.4.1.15  Data Reporting 

The Contractor shall report data specific to the ARTS benefits as detailed in the ARTS Technical 

Manual.   

4.2.4.1.16  Implementing Innovative Payment Models 

The Contractor shall work with ARTS providers to develop and implement ARTS value-based 

payments and alternative payment methodologies that drive high-quality care and improve 

Member outcomes. 

4.2.5  Court -Ordered Services 

The Contractor shall be liable for covering all covered, court-ordered services, including 

involuntary commitment orders, deemed medically necessary, in accordance with the terms set 

forth in this Contract and §37.2-815 of the Code of Virginia.  In the absence of an agreement 

otherwise, out-of-network payments will be made in accordance with the Medicaid fee schedule. 

4.2.6  Temporary Detention Orders (TDO) and Emergency Custody Orders (EDO) 

A Temporary Detention Order (TDO) is an order issued by a magistrate for a person who has 

been determined to be in imminent danger to themselves or others as a result of behavioral 

illness or is so seriously behaviorally ill and is unable to care for self and is incapable or 

unwilling to consent to treatment.   The Contractor shall provide coverage for TDOs and ECOs  

pursuant to 42 CFR § 441.150 and the Code of Virginia, § 16.1-335 et seq., § 37.2-800 et. seq., 

and the 2014 Virginia Acts of Assembly, Chapter 691. The medical necessity of the TDO 

services is assumed by the Department to be established, and the Contractor may not withhold or 

limit services specified in a TDO.  Services such as an acute inpatient admission cannot be 

https://www.virginiamedicaidpharmacyservices.com/
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denied based on a diagnosis while the Member is under TDO for Mental Health Services.  For a 

minimum of twenty-four (24) hours with a maximum of ninety-six (96) hours, a psychiatric 

evaluation for mental disorder or disease will occur.  At the time of the hearing, based on the 

psychiatric evaluation and treatment while under the TDO for Mental Health Services, a legally 

appointed judge will make a determination. A TDO may be provided in a State facility certified 

by Department of Behavioral Health and Developmental Services.  

 

Coverage for services for Members admitted to a freestanding psychiatric facility under a TDO 

shall be handled as follows: 

 

If the Member is under age twenty-one (21) or over age sixty-four (64), and goes into private 

freestanding IMD or a State freestanding IMD for a TDO, the Contractor is responsible for the 

TDO. If the Member remains admitted to the IMD after the TDO expires, the Contractor is 

responsible for the psychiatric stay. Following expiration of the TDO, the Contractor can require 

that the Member transfer to a network facility. 

 

For Members age twenty-one (21) through sixty-four (64), where the Member goes into private 

freestanding IMD or a State freestanding IMD for a TDO, providers should submit the TDO 

claim to the state TDO program. The Member will remain enrolled with the Contractor beyond 

the TDO timeframe.  The Contractor will manage the Memberôs treatment needs beyond the 

TDO timeframe and can require that the Member transfer to a network facility. 

 

The duration of temporary detention shall be in accordance with the Code of Virginia, as follows: 

¶ For Individuals under age eighteen (18) (Minors) ï Pursuant to §16.1-340.1.G of the 

Code of Virginia, the duration of temporary detention shall be a minimum of twenty-four 

(24) hours with a maximum of ninety-six (96) hours.  If the 96-hour period terminates on 

a Saturday, Sunday, or legal holiday, the TDO duration shall continue until the close of 

business on the next day that is not a Saturday, Sunday, or legal holiday. A psychiatric 

evaluation for mental disorder or disease will occur.  At the time of the hearing, based on 

the psychiatric evaluation and treatment while under the TDO for Mental Health 

Services, a legally appointed judge will make a determination. A TDO shall be provided 

in a State or private facility certified by the State Board of Behavioral Health and 

Developmental Services.  

 

¶ For Adults age eighteen (18) and over ï Pursuant to § 37.2-809.H of the Code of 

Virginia, the duration of temporary detention shall be a minimum of twenty-four (24) 

hours with a maximum of seventy-two (72) hours.  If the 72-hour period terminates on a 

Saturday, Sunday, legal holiday, or day on which the court is lawfully closed, the TDO 

duration shall continue until the close of business on the next day that is not a Saturday, 

Sunday, legal holiday, or day on which the court is lawfully closed.    

4.2.7 Mental Health Parity 

In accordance with Mental Health Parity and Addiction Equity Act (MHPAEA) in general and 

42 CFR § 438.910(b) specifically, the Contractor shall not apply any financial requirement or 

treatment limitation to behavioral health benefits, including mental health or addiction, recovery 

and treatment benefits, in any classification (inpatient, out-patient, emergency and pharmacy) 

that is more restrictive than the predominant financial requirement or treatment limitation of that 
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type applied to substantially all medical/surgical benefits in the same classification furnished to 

enrollees.  Additionally, and in accordance with 42 CFR § 438.910(b)(2), because the Contractor 

is required to provide behavioral health benefits in any classification of benefits, the behavioral 

health benefits must be provided to the member in every classification in which medical/surgical 

benefits are provided.  

 

As permitted under MHPAEA, this does not preclude the Contractor from limiting coverage for 

medical surgical and behavioral health services on the basis of medical necessity.  

4.2.7.1 Alignment with State Plan 

The Contractor shall not place limits on behavioral health benefits that are more restrictive than 

limits in place under FFS Medicaid.  

 

In accordance with 42 CFR § 438.3(e)(1)(ii), the Contractor may cover, in addition to services 

covered under the state plan, any services necessary for compliance with the requirements for 

parity in mental health and substance abuse benefits in 42 CFR § 438, subpart K. 

4.2.7.2 Annual and Lifetime Dollar Limits 

In accordance with 42 CFR § 438.905(b), because the State does not allow for aggregate lifetime 

or annual dollar limits on any medical/surgical benefits or aggregate lifetime or annual dollar 

limits that apply to less than one-third of all medical/surgical benefits provided to enrollees the 

Contractor may not impose an aggregate lifetime or annual dollar limit on any behavioral health 

benefit regardless of classification. 

4.2.7.3 Non-Quantitative Treatment Limits (NQTL) 

In accordance with 42 CFR § 438.910(d), the Contractor may not impose NQTLôs for behavioral 

health benefits in any classification (inpatient, out-patient, emergency care or prescription drugs) 

unless, under the policies and procedures of the Contractor as written and in operation, any 

processes, strategies, evidentiary standards, or other factors used in applying the NQTL to 

behavioral health benefits in the classification are comparable to, and are applied no more 

stringently than, the processes, strategies, evidentiary standards, or other factors used in applying 

the limitation for medical/surgical benefits in the classification. For example, the Contractor can 

limit coverage of behavioral health services based on medical necessity; however, the limits must 

be applied no more stringently than medical necessity limits on medical/surgical services. See 42 

CFR 438.910(d)(2) for an illustrative list of NQTLôs.  

4.2.7.4 Application Across Classifications 

In accordance with 42 CFR § 438.910(b)(2), the Contractor is required to provide behavioral 

health benefits in any classification in which medical/surgical benefits are provided. 

4.2.7.5 Access to Out-Of-Network Providers 

In accordance with 42 CFR § 438.910(b)(2), if an enrollee of the Contractor is provided 

behavioral health benefits in any classification of benefits (inpatient, outpatient, emergency care, 

or prescription drugs), the behavioral health benefits must be provided to the member in every 

classification in which medical/surgical benefits are provided. 
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4.2.7.6 Mental Health Parity Reporting 

The Contractor is required to provide documentation necessary to establish and demonstrate 

compliance with MHPAEA (42 CFR § 438, subpart K) regarding the provision of behavioral 

health benefits.  Specific reporting requirements will be described in the CCC Plus Technical 

Manual.   

4.3 DENTAL AND RELATED SERVICES 

The Departmentôs contracted dental benefits administrator (DBA) under the Smiles for Children 

program will continue to cover diagnostic, preventive, restorative/surgical procedures, for CCC 

Plus program children and pregnant women as well as orthodontia services for CCC Plus 

program children. The DBA also will provide coverage for limited medically necessary oral 

surgery services for adults (age 21 and older).   

 

The Contractor shall be responsible for transportation and medication related to all covered 

dental services.  In addition, the Contractor shall be responsible for working closely with the 

DBA to coordinate medically necessary procedures for adults and children, including but not 

limited to, the following: 

 

1) CPT codes billed for dental services performed as a result of an accident. 

2) Medically necessary procedures, including but not limited to, preparation of the mouth for 

radiation therapy; maxillary or mandibular frenectomy when not related to a dental 

procedure; orthognathic surgery to attain functional capacity; and surgical services on the 

hard or soft tissue in the mouth where the main purpose is not to treat or help the teeth and 

their supporting structures. 

3) In accordance with § 38.2-3418.12 of the Code of Virginia, the Contractor shall cover 

anesthesia and hospitalization services when deemed medically necessary to effectively and 

safely provide dental care. The Contractor shall work with the Departmentôs DBA to 

coordinate coverage for these services.  

4) Coverage is required for children under the age of five (5), persons with severe disabilities, 

and persons who have a medical condition that requires admission to a hospital or outpatient 

surgery facility when determined by a licensed dentist, in consultation with the Memberôs 

treating physician that such services are required to effectively and safely provide dental 

care. The Contractor shall honor anesthesia and hospitalization authorizations for medically 

necessary dental services as determined by the Departmentôs DBA.  

 

At their option, the Contractor may cover routine and preventive dental services for adults as an 

enhanced benefit. 

4.3.1  Coordination with Dental Benefits Administrator (DBA)  

The Contractor shall assure efforts to coordinate outreach with the DBA to improve utilization. 

 

The Contractor shall designate a liaison (by name, phone number, and email address) and a back-

up to work collaboratively with the Departmentôs DBA and to assure that the required 

authorizations are handled timely and in accordance with the provisions described below.   

Authorizations for these services shall be handled as follows:   

 

Å The dental service provider must submit the request for authorization directly to the DBA;  
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Å If the DBA reviews the request for dental related hospitalization and/or anesthesia based 

upon medical necessity; 

Å If the DBA approves the request, the DBA coordinates anesthesia and hospitalization 

authorization for Dental Services with the Contractor and within the Contractorôs provider 

network.   

Å The Contractor shall honor anesthesia and hospitalization authorizations for medically 

necessary dental services as determined by the DBA.  

Å The Contractor shall respond in writing (via facsimile (262) 834-3575, secure email, or any 

agreed upon secure communication medium) to the DBA request for authorization within 

two (2) business days. An authorization shall include a valid date range for the outpatient 

request. 

 

If the Contractor disagrees with the DBAôs decision for medical necessity, the Contractor may 

appeal within two (2) business days of notification by the DBA of the authorization.  The appeal 

must be made directly with the Departmentôs Dental Benefit Manager.  The Departmentôs 

decision shall be final and shall not be subject to further appeal by the Contractor. The 

Departmentôs decision, however, does not override any decisions made as part of the Memberôs 

State Fair Hearing Process. 

4.4 EARLY A ND PERIODIC SCREENING, DIAGNOSTIC, A ND TREATMENT 

(EPSDT) 

The Contractor is responsible for all EPSDT services for their Members under age twenty-one 

(21). EPSDT services for Members under age twenty-one (21) also apply to the Medicaid 

Expansion population as described in Section 3.1.1. The Contractor shall comply with EPSDT 

requirements, including providing coverage for all medically necessary services for children 

needed to correct, ameliorate, or maintain health status.  Refer to the CCC Plus Coverage Chart 

attached to this Contract for more information. 

4.4.1  Enhanced Scope of Coverage 

The Contractor shall provide coverage through EPSDT for medically necessary benefits for 

children outside the basic Medicaid benefit package including, but not limited to, extended 

behavioral health benefits, nursing care (including private duty), personal care, pharmacy 

services, treatment of obesity, neurobehavioral treatment, durable medical equipment, nutritional 

supplements, and other individualized treatments specific to developmental issues where it is 

determined that otherwise excluded services/benefits for a child is a medically necessary service 

that will correct, improve, or is needed to maintain (ameliorate) the child's medical condition.   

The Contractor shall cover medical services (even if experimental or investigational) for children 

per EPSDT guidelines if it is determined that the treatment or item would be effective to address 

the childôs condition.  The determination whether a service is experimental must be reasonable 

and based on the latest scientific information available.   

4.4.2  Contractorôs EPSDT Review Process 

The Contractorôs EPSDT review process for medical necessity shall consider the EPSDT correct, 

maintain or ameliorate criteria.  The determination of whether a service is medically necessary 

for an individual child must be made on a case-by-case basis, taking into account the particular 

needs of the child. The Contractor shall consider the childôs long-term needs, not just what is 

required to address the immediate presenting problem. The Contractor shall consider all aspects 
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of a childôs needs, including nutritional, social development, and mental health and substance use 

disorders. Services for Medicaid children that do not meet the planôs general coverage criteria 

shall receive an individualized review by a physician with experience in treating the Memberôs 

condition or disease and that ensures that the EPSDT provision has been considered.  The 

Contractor shall not use a definition of medical necessity that is more restrictive than the stateôs 

definition. The Contractor shall not issue a denial for children services until an individualized 

medical necessity review has been completed.   

 

The policies and procedures must allow providers to contact Care Coordinators to explore 

alternative services, therapies, and resources for Members when necessary.  No service provided 

to a child under EPSDT can be denied as ñout-of-networkò and/or ñexperimentalò or ñnon-

covered,ò unless specifically noted as non-covered or carved out of this Contract. 

4.4.3  Department Approval of Contractorôs EPSDT Review Process 

The Department must review and approve the policies and procedures for the Contractorôs 

EPSDT review process prior to implementation, at revision or upon request.   

4.4.4  Contractor EPSDT Outreach and Education Responsibilities 

The Contractor shall inform Members about EPSDT services and how to access care.  The 

Contractor shall assure that a participating child is periodically screened following the American 

Academy of Pediatrics (AAP) and Bright Future recommendations, and treated in conformity 

with the AAP periodicity schedule.  To comply with this requirement, the Contractor shall design 

and employ policies and methods to assure that children receive prescreening and treatment 

when due.   

 

The Contractor must educate and inform Members identified as not complying with the EPSDT 

periodicity and immunization schedules, as appropriate.  The Contractor shall provide copies of 

any such notices to the Department and provide documentation as to the frequency and timing of 

these notices, as well as further outreach if notices are not successful.   

4.4.5  Documentation of Screenings 

EPSDT services shall be subject to all the Contractorôs documentation requirements for its 

network provider services.  EPSDT services shall also be subject to the following additional 

documentation requirements: (1) The medical record shall indicate which age-appropriate 

screening was provided in accordance with the AAP and Bright Futures periodicity schedule and 

all EPSDT related services whether provided by the PCP or another provider; and, (2) 

Documentation of a comprehensive screening shall, at a minimum, contain a description of the 

components utilized. 

4.4.6  EPSDT Quality Improvement Activities 

The Contractor shall incorporate EPSDT requirements such as lead testing and developmental 

screenings, according to AAP and Bright Futures, in its quality assurance activities. The 

Contractor must implement interventions/strategies to meet the following criteria: (1) Childhood 

Immunization rates; (2) Well-child rates in all age groups; (3) Lead testing rates; (4) Increase 

percentage of lead testing of 1-5 year olds each contract year; and, (5) Improve the current 
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tracking system for monitoring EPSDT corrective action referrals (referrals based on the 

correction or amelioration of the diagnosis). 

 

The Contractor will follow a long-term improvement plan to increase EPSDT levels that will not 

exceed five (5) years. 

4.4.7  Treatment and Referrals 

When a developmental delay has been identified by the provider for children under age three (3), 

the Contractor shall ensure appropriate referrals are made to the Infant and Toddler Connection 

and documented in the Memberôs records. The Contractor shall work with the Department to 

refer Members for further diagnosis and treatment or follow-up of all conditions uncovered or 

suspected.  If the family requests assistance with transportation and scheduling to receive 

services for early intervention, the Contractor is to provide this assistance.   

4.4.8  Immunizations/Vaccinations 

The Contractor shall ensure that providers render immunizations, in accordance with the EPSDT 

periodicity schedule specified in the most current Advisory Committee on Immunization 

Practices (ACIP) Recommendations, concurrently with the EPSDT screening and that Members 

are not inappropriately referred to other providers for immunizations.  The Contractor shall work 

with its network providers to adhere to the ACIP recommendations. 

 

The Contractor is responsible for educating providers about reimbursement of immunizations, 

educating Members about immunization services, and coordinating information regarding 

Member immunization.  The Contractor shall encourage all PCPs who administer childhood 

immunizations to enroll in the Virginia Vaccines for Children program (VVFC), administered by 

the Virginia Department of Health and shall include enrollment instructions and a ñVaccines for 

Childrenò application (or, if electronic, a hyperlink to the application) in its provider network 

manual and trainings.   

 

The capitation rate paid to the Contractor does include the fee for the administration of the 

vaccines.  The cost for immunization serum is paid for with federal funds.  The Contractor shall 

not allow primary care providers to routinely refer Members to the local health department to 

receive vaccines.  To the extent possible, and as permitted by Virginia statute and regulations, 

the Contractor and its network of providers shall participate in the Statewide immunization 

registry database. Further, the Contractor is required to submit its immunization data to the 

Virginia Immunization Registry on a monthly basis.  Coordination of Benefits is not applicable 

for VVFC claims submitted by VVFC providers.  Payments for such claims are to be made by 

the Contractor. 

4.4.9  Private Duty Nursing (PDN) Services for Children 

The Contractor shall cover medically necessary PDN services for children under age 21, in 

accordance with the Departmentôs criteria described in the DMAS EPSDT Manual, and as 

required in accordance with EPSDT regulations described in 42 CFR §§ 441.50, 440.80, and the 

Social Secuurity Act §§1905(a) and 1905(r)I.  Individuals who require continuous nursing that 

cannot be met through home health may qualify for PDN.  EPSDT PDN differs from home 

health nursing which provide for short term, intermittent care where the emphasis is on Member 
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or caregiver teaching.  Under EPSDT PDN, the individualôs condition must warrant continuous 

nursing care, including but not limited to, nursing level assessment, monitoring of unstable 

conditions, and skilled interventions.  

4.5 EARLY INTERVENTION (EI)  

Early Intervention (EI) services, authorized through Part C of the Individuals with Disabilities 

Education Act (20 USC § 1431 et seq.), as amended, and in accordance with 42 CFR § 

440.130(d), as well as the DBHDS Part C Manual and the Departmentôs EI Program Manual are 

covered under this Contract. Children from birth to age three who have (i) a 25% developmental 

delay in one or more areas of development; (ii) atypical development; or, (iii) a diagnosed 

physical or mental condition that has a high probability of resulting in a developmental delay are 

eligible for EI services. EI services are designed to address developmental delay in one or more 

areas (physical, cognitive, communication, social or emotional, or adaptive).  

 

EI services are not medically indicated for children aged three (3) and above. EI services are 

available to qualified individuals through Early and Periodic Screening, Diagnosis and Treatment 

(EPSDT). EI services for children who are enrolled in a contracted MCO are covered by the 

health plan within the Departmentôs coverage criteria and guidelines described in 12 VAC 30-

50-131. By law, Part C funds are to be used as ñpayer of last resortò for direct services to 

children and families when no other source of payment is available pursuant to 20 U.S.C. § 1440 

and 12VAC35-225-210. 

 

The Contractor shall work collaboratively with the EI Service Coordinator to: (1) ensure the 

Member receives the necessary EI services timely and in accordance with Federal and State 

regulations and guidelines, (2) to coordinate other services needed by the Member, and (3) to 

transition the Member to appropriate services. 

 

In Virginia, the EI services program is called the ñInfant and Toddler Connection of Virginiaò 

and is managed by the Department of Behavioral Health and Developmental Services (DBHDS). 

DBHDS contracts with forty (40) local lead agencies (LLAs) to facilitate implementation of 

local EI services statewide and also is responsible for certification of EI providers and service 

coordinators/case managers. Providers (or the agency) must be enrolled with DMAS as an Early 

Intervention Provider.  

 

All EI service providers participating in the Virginia Medicaid Medical Assistance Services 

Program and Managed Care Organizations must adhere to the requirements and provide services 

in accordance with State and Federal laws and regulations governing the provision of Early 

Intervention services, as well as both of the Early Intervention Practice Manuals (DMAS and 

DBHDS Part C). 

 

Children are first evaluated by the local lead agency to determine if they meet Part C 

requirements.  If determined eligible, the local lead agency enters the data in the Infant and 

Toddler Online Tracking System (ITOTS).  Based upon ITOTS information, the Department of 

Behavioral Health and Developmental Services (DBHDS) staff enters the early intervention (EI) 

level of care in the DMAS system.  Once the LOC is entered, the EI services are billable based 

upon the physicianôs order on the IFSP.  All EI service providers must be enrolled with the 

childôs health plan prior to billing. 
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EI services are provided in accordance with the childôs Individualized Family Service Plan 

(IFSP), developed by the multidisciplinary team, including the MCO Care Coordinator and EI 

service team (two or more individuals from separate disciplines or professions and one of these 

must be the EI Service Coordinator), the MCO Care Coordinator, the family/caregiver. The 

Contractorôs Care Coordinator may collaborate with the EI Service Coordinator if unable to 

attend the IFSP meeting.  The multidisciplinary team will address the developmental needs of the 

child while enhancing the capacity of families to meet the childôs developmental needs through 

family centered treatment. EI services are performed by EI certified providers in the childôs 

natural environment, to the maximum extent appropriate. Natural environments can include the 

childôs home or a community based setting in which children without disabilities also participate.   

 

In accordance with Chapter 53 of Title 2.2 of the Code of Virginia, the Contractor shall provide 

coverage for EI services as described in the Memberôs IFSP developed by the local lead agency.  

The Contractor shall work collaboratively as part of the Memberôs multidisciplinary team to: (1) 

ensure the Member receives the necessary EI services timely and in accordance with Federal and 

State regulations and guidelines, (2) to coordinate other services needed by the Member, and (3) 

to transition the Member to appropriate services. Medical necessity for Early Intervention 

services shall be defined by the Memberôs IFSP, including in terms of amount, duration, and 

scope.  Service authorization shall not be required.  

 

The IFSP shall be approved by the physician, physician assistant, or nurse practitioner.  The 

signature of the physician, physician assistant, or nurse practitioner on the IFSP or a letter 

accompanying the IFSP or an IFSP Summary letter within thirty (30) days of the first visit for 

the IFSP service is required for reimbursement of those IFSP services.  If physician certification 

is delayed, services are reimbursed beginning the date of the physician signature.  The Contractor 

shall ensure that its EI policies and procedures, including credentialing, follow Federal and State 

EI regulations and coverage and reimbursement rules in the DMAS Early Intervention Services 

Manual and the DBHDS Practice Manual.   

   

The Contractor shall ensure that Members have access to EI providers who are certified by the 

Department of Behavioral Health and Developmental Services (DBHDS).  The Contractorôs EI 

network shall be sufficient in all disciplines to provide assessments and ongoing services in 

accordance with Federal timelines and DMAS program requirements.  EI providers shall be 

contracted with or have a memorandum of agreement (MOA) in place with the local lead agency 

for the catchment area in which the Member resides.    

 

The EI Service Coordinator shall send to the Contractor the following sections of the IFSP: 

Section I ï Child and Family Information  

Section V ï Services Needed To Achieve EI Outcomes 

Section VI ï Other Services 

 

These sections shall be forwarded to the Contractor upon initial development of the IFSP, when a 

change of service is indicated, and annually.  The IFSP shall become part of the Memberôs 

records. The EI Service Coordinator shall forward to MCO Section VII ï Transition Planning - 

once the Transition Plan Section is developed. The Contractor may request other sections of the 

IFSP to assist in care management and provision on non-EI services. 
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If the IFSP (Sections I, V, and VI) is not on file, the MCO shall make every effort to obtain the 

IFSP from the Service Coordinator or provider prior to processing the claim in order to prevent a 

premature denial of a claim.  The only services excluded from this requirement are Service 

Coordination (T2022) and Initial Assessment (T1023) ï these services should pay with or 

without the IFSP at the full EI rate. Lack of an IFSP (Sections I, V, and VI) on file with the 

MCO will constitute a non-clean claim, except for the two codes noted in this paragraph. 

 

Early intervention reimbursement is defined by ten (10) distinct codes, inclusive of appropriate 

modifiers. These codes can only be billed for EI enrolled children (as indicated by the EI 

indicator on the 834-eligibility file) by providers who are certified by DBHDS and enrolled with 

DMAS/MCOs as an EI provider. EI codes require no authorization from the Contractor.  

 

The Contractor shall reimburse EI services no less that the EI Medicaid fee schedule in place at 

the time of services. The Contractor also shall use the full EI rate when paying secondary claims 

for EI services submitted by EI providers for EI enrolled children. 

 

Refer to Section 12.4.12.3, Comprehensive Health Coverage for information on the handling of 

TPL for EI services, the Attached CCC Plus Coverage Chart (Section 3B) for covered services 

and billing codes, and Provider Payment for special EI claim processing requirements.   

4.6 EMERGENCY A ND POSTSTABILIZATION SERVICES  

The Contractor shall provide coverage and payment of emergency services and post-emergency 

care services in accordance with 42 CFR § 438.114 without service authorization and regardless 

of whether the provider that furnishes the services has a contract with the Contractor. The 

Contractor shall also cover services needed to ascertain whether an emergency exists. The 

Contractor shall base coverage decisions for emergency services on the acuity of the presenting 

symptoms at the time emergency services are sought.  The prudent layperson standard of an 

emergency service definition shall not serve as the sole reason for denial of payment. 

 

The Contractor shall not deny payment for treatment obtained by a Member who had an 

emergency medical condition, including in which a representative of the Contractor instructs the 

Member to seek emergency services or in cases where the absence of immediate medical 

attention would not have resulted in a serious health condition as provided in the definition of 

emergency medical condition.   

 

The Contractor shall not limit what constitutes an emergency medical condition on the basis of 

lists of diagnoses or symptoms; and shall not refuse to cover emergency services based on the 

emergency room provider, hospital, or fiscal agent not notifying the Contractor, Memberôs 

primary care provider, or applicable State entity of the Memberôs screening and treatment within 

ten (10) calendar days of presentation for emergency services. The Contractor shall ensure that 

the Member who has an emergency medical condition is not held liable for payment of 

subsequent screening and treatment needed to diagnose the specific condition or stabilize the 

Memberôs condition.   
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The Contractor shall ensure that the Memberôs attending emergency physician, or the provider 

treating the Member, is responsible for determining when the Member is sufficiently stabilized 

for transfer or discharge. 

 

The Contractor shall provide coverage and payment for poststabilization care services in 

accordance with provisions set forth at 42 CFR § 422.113(c) that a treating physician views as 

medically necessary until AFTER an emergency condition has been stabilized. In applying those 

provisions, the Contractor shall comply with all provisions in the same manner as required for 

ñMA organizationò and ñfinancially responsibleò entity. 

 

In accordance with 42 CFR § 438.114(e), the Contractor is required to cover post-stabilization 

care services administered to maintain, improve, or resolve the Memberôs stabilized condition 

without preauthorization, and regardless of whether the Member obtains the services within the 

Contractorôs network when the Contractorôs representative and the treating physician could not 

reach agreement concerning the Memberôs care, and the Contractorôs physician was not available 

for consultation. 

4.7 LONG TERM SERVICES AND SUPPORTS 

Long Term Services and Supports (LTSS) are services and supports that assist individuals with 

health or personal needs, activities of daily living, and instrumental activities of daily living over 

a period of time.  Long term services and supports can be provided at home, in the community, 

or in various types of facilities, including Nursing Facilities.  

 

LTSS may be provided through a 1915(c) Home and Community Based Services (HCBS) 

waiver.  Individuals enrolled in the Commonwealth Coordinated Care Plus waiver shall receive 

waiver services furnished by the Contractor as well as medically necessary non-waiver services. 

Individuals enrolled in the DD waivers are covered under this Contract only for their medically 

necessary non-waiver services. The Contractor shall be responsible for knowledge of the services 

within the DD waivers to ensure the overall health and well-being of all CCC Plus program 

Members.   

 

The Contractor shall comply with regulations and policy governing the CCC Plus Waiver.  Refer 

to the CCC Plus Coverage Chart attached to this Contract for more information on LTSS 

services, billing codes, and links to DMAS regulatory and policy guidelines.   

 

Refer to the attached MOC Assessment (HRA) and Individualized Care Plan (ICP) Requirements 

by Population chart for guidance on timelines for individuals receiving Long Term Care 

Services.   

4.7.1 LTSS Screening Requirements 

For all Members admitted to a Nursing Facility (NF) on or after July 1, 2019, the Contractor 

shall not reimburse a NF for services until a screening has been completed for the Member by an 

appropriate screening team (described below), the screening has been entered into the ePAS 

system (also described below), and the individual is found to meet NF level of care criteria. 

Payment shall not be made to the NF until the Contractor receives a copy of the screening.   
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In accordance with the §32.1-330 of the Code of Virginia, all individuals requesting community 

based waiver or nursing facility LTSS must receive a screening to determine if they meet the 

level of care needed for NF services.  DMAS contracts with the Virginia Department of Health 

(VDH), Department for Aging and Rehabilitation Services (DARS), and hospitals to conduct 

screenings for individuals. Community screenings for adults (over the age of 18) are conducted 

by members of the local health departments (LHD) that include physicians and nurses along with 

social workers and family services specialists within the local department of social services 

(LDSS).  Community screenings for children (up to the age of 18) are contracted to a DMAS 

designee, currently VDH, through the local health departments in the jurisdiction where the child 

resides.  Acute care and rehabilitation hospitals utilize persons designated by the hospital to 

complete the screening.  Details about the screening process and the criteria for meeting the level 

of care required for eligibility for LTSS can be found in the Departmentôs Screening Manual for 

Medicaid-Funded Long-Term Services and Supports (LTSS) (previously referred to as the 

Preadmission Screening Manual) on the Virginia Medicaid Provider Portal.   

 

The screening process is automated through the DMAS Electronic Screening (ePAS) system (or 

DMAS approved electronic record system).  The ePAS system is a mandatory paperless only, 

automated reimbursement and tracking system for all entities contracted by DMAS to perform 

screenings.  DMAS requires all LTSS screenings to be entered by the appropriate screening team 

into the ePAS automated system.  Timeframes for the validity of the screenings are outlined in 

the Screening Manual for Medicaid Funded Long-Term Services and Supports (LTSS).  Time 

frames for completing and submitting the screenings are set forth in 12VAC30-60-306. 

 

The Screening team conducts the screening using screening forms, the Uniform Assessment 

Instrument (UAI), the DMAS-96 (Medicaid Funded Long-Term Services and Supports (LTSS) 

Authorization Form), and other required forms and enters the Memberôs screening into ePAS. 

The ePAS system informs the screener if the individual meets the NF level of care.   

 

As part of the screening, individuals who are technology dependent also receive an age 

appropriate DMAS Technology Assisted Waiver Adult Referral form (DMAS-108) or 

Technology Assisted Waiver Pediatric Referral form (DMAS-109).  The CCC Plus Waiver shall 

be offered to individuals who meet criteria described in 12VAC30-60-303. Appropriate 

community based services shall be offered and explained to the individual prior to consideration 

of nursing facility placement; community based services include the CCC Plus Waiver and 

Program of all Inclusive Care for the Elderly (PACE) (excluded population).     

 

The screening includes the following documentation requirements referred to as the screening 

packet: 

1. Uniform Assessment Instrument (UAI) 

2. DMAS-95 MI/DD/RC (and DMAS-95 MI-ID/RC Supplement Form, Level II, if 

applicable) for individuals who select nursing facility placement 

3. DMAS-96 (Medicaid Funded Long-Term Services and Supports Authorization Form) 

4. DMAS-97 (Individual Choice ï Home and Community Based Services or Institutional 

Care or Waiver Services Form)  

5. DMAS-108 (Adults) or DMAS 109 (Children) for individuals who are technology 

dependent and need private duty nursing.   

 

file://///WCS01404/workgrp$/Admin_MLTSS-shared/+CCContract%20and%20Amendments/2019%20Contract/July%202019/2019%20CCC%20Plus%20Amendment/are
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For Members that have screening determinations completed after enrolling in the CCC Plus 

program, the screening information shall be submitted to the Contractor by the screening team.  

Refer to the DMAS Medicaid Memo posted August 17, 2017 for details of the screening and 

referral process. 

 

The Contractor shall follow-up with the Member as expeditiously as the Memberôs health 

condition requires and within no more than five (5) business days following receipt of the 

information from the screening team.  The Contractor shall use information obtained from the 

Screening in the Assessment/ICP process.  

 

Individuals should not be approved to receive Medicaid funded LTSS without having a screening 

on file that confirms the individual meets NF level of care.  Exceptions to this process are 

outlined in 12VAC30-60-302.  The Contractor shall work closely with DMAS and stakeholders 

to develop and implement a process that ensures the appropriate level of care documentation is 

on file for its Members prior to the Contractorôs payment of nursing facility or community based 

LTSS claims.  The term LTSS in this Section refers specifically to nursing facilities and the CCC 

Plus Waiver.  

4.7.2 Commonwealth Coordinated Care Plus Waiver 

On July 1, 2017, Virginia received approval from the Centers for Medicare and Medicaid 

Services (CMS) to operate the Commonwealth Coordinated Care Plus (CCC Plus) Waiver, 

which combines the Departmentôs prior Elderly or Disabled with Consumer Direction (EDCD) 

Waiver with the Technology Assisted (Tech) Waiver.  The CCC Plus Home and Community 

Based Waiver includes all of the services that were available in both the EDCD and Tech 

Waivers. These services are described in Section 4.7.2.2 and in Attachment 5 of this Contract. 

4.7.2.1 Populations 

The CCC Plus Waiver covers a range of community support services to individuals who are 

aged, who have a disability, or individuals who are technology dependent and rely on a device 

for medical or nutritional support (e.g. ventilators, feeding tube, or tracheostomy).  The CCC 

Plus Waiver has two benefit plans:  the standard benefit plan (similar to the EDCD benefit) and 

the tech assisted benefit plan (similar to the Technology Assisted benefit).  Individuals who are 

enrolled in the tech assisted benefit plan receive all of the services in the Standard benefit as well 

as private duty nursing services.  Individuals receiving the tech assisted benefit are technology 

dependent and have experienced loss of a vital body function, and require substantial and 

ongoing skilled nursing care.   

 

In accordance with 12 VAC 30-120-905, CCC Plus Waiver services shall not be covered for, or 

provided to, any individual who resides in a NF, an ICF/IID, rehabilitation hospitals, an assisted 

living facility licensed by VDSS that serves five (5) or more individuals, long-stay hospitals, a 

skilled or intermediate care nursing facility, a general acute care hospital, an adult foster home, 

or a group home licensed by DBHDS. Transition coordination and transition services may be 

available to individuals residing in some settings through the Contractorôs transition services.  

Additionally, certain CCC Plus Waiver services shall not be available to individuals residing in 

an assisted living facility licensed by VDSS that serves four or fewer individuals. These services 

are: respite, PERS, ADHC, environmental modifications, assistive technology and transition 

services. Personal care services shall be covered for individuals living in these facilities but shall 
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be limited to personal care not to exceed five (5) hours per day. Personal care services shall be 

authorized based on the individual's documented need for care over and above that provided by 

the facility.  Services shall also be provided in settings that meet the CMS Home and Community 

Based Settings Final Rule; see Attachment 12 of this Contract for additional details.   

4.7.2.2 Services 

For Members enrolled in the CCC Plus Waiver, the Contractor shall cover all services which 

provide Members an alternative to institutional placement.  This includes the following 

qualifying CCC Plus Waiver Services:  adult day health care, personal care (agency-directed 

and/or consumer-directed), skilled private duty nursing, respite care (agency-directed and/or 

consumer-directed) or skilled private duty respite care (agency directed) as well as the following 

services that can be covered for individuals who receive at least one qualifying waiver service: 

personal emergency response systems and medication monitoring, assistive technology, and 

environmental modifications.  Transition services shall be covered for those Members meeting 

criteria who are transitioning back to the community from a Nursing Facility or long stay 

hospital.  For children under age 21, most of these services will be covered through EPSDT.  The 

CCC Plus Waiver would be used for any services not covered under EPSDT, such as respite 

services.  Refer to Section 4.4 for details regarding EPSDT.   Also see Care Coordination with 

Transitions of Care in Section 5.10 and Attachment 5 - CCC Plus Coverage Chart. 

4.7.2.3 Level of Care 

In order to be enrolled in the CCC Plus Waiver, an individual must meet the level of care (LOC) 

required for a Nursing Facility, a specialized Nursing Facility, or a long stay hospital.  

Enrollment into the CCC Plus Waiver requires a screening, performed by a hospital or 

community team as described in Section 4.7.1, LTSS Screening Requirements.   

 

The Contractor shall be responsible for ensuring that the CCC Plus Waiver level of care is 

correct for its membership.  It is important that the level of care information be revised timely so 

that the member has access to the appropriate services and also to enable DMAS to pay the 

Contractor at the correct capitation rate.  See Section 19.11.8, Recoupment/Reconciliation.  The 

Contractor shall follow the process described in Section 4.7.9 for level of care entries and 

notifications to DMAS regarding certain level of care admissions, discharges, and changes.   

4.7.2.3.1 Level of Care (LOC) Reviews 

Level of Care (LOC) reviews shall be completed at least annually.  The annual LOC review may 

be completed up to sixty (60) calendar days prior to the annual due date for the Member.  These 

reviews ensure that Members enrolled in the CCC Plus Waiver continue to meet the functional 

and medical criteria for enrollment in the waiver (42 CFR § 441.302 (c) (2)).  The Contractor 

shall submit to the Department for approval at implementation, upon revision, or upon request, 

the policies and procedures for its Level of Care (LOC) Reviews.   

 

In addition to the annual LOC review, the Contractor shall initiate a LOC review at any time the 

Contractorôs (Care Coordinator) assessment indicates that the Member may not meet the CCC 

Plus Waiver criteria.   

 

LOC Reviews shall be conducted using the Level of Care Review Instrument (LOCERI) also 

known as the DMAS 99 Series Form.  The Contractor shall enter all required information for the 

LOCERI electronically using the Virginia Medicaid Web Portal; LOC review tab.  The Level of 
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Care User Guide and Tutorial, is available on the Virginia Medicaid Web Portal, Provider 

Resources tab, at:  https://www.virginiamedicaid.dmas.virginia.gov.     

 

All LOC reviews for Members in CCC Plus Waiver must: 1) be conducted face-to-face; 2) be 

performed by individuals that meet the review requirements as outlined in this Contract; 3) be 

conducted timely (minimum within 365 calendar days of the last annual LOC review); 4) be 

conducted when a Member experiences a change in status that could impact waiver functional 

eligibility; and, 5) include all the elements on the DMAS 99 Series Form (Level of Care Review 

Instrument).  For Members who are receiving private duty nursing services, the LOC annual 

review shall also include all of the elements on the DMAS 109 (Technology Assisted Pediatric 

Referral Form) or the DMAS 108 (Technology Assisted Adult Referral Form).   

 

The Contractor shall provide the Department with any LOC review data and results for CCC 

Plus Waiver participants via the Virginia Medicaid Provider Portal within two (2) business days 

of the LOC review.   

 

For individuals that do not meet criteria, DMAS will conduct a second level review.  During this 

review, DMAS may contact the Contractor and/or the Member for additional information.  If  

DMASô second level review confirms that the Member does not meet criteria, DMAS will notify 

the Member and the Contractor in writing of the termination of the waiver (with appeal rights) 

within no more than thirty (30) days.    

 

Any resulting Member appeal will be led by DMAS.  The Contractor shall work collaboratively 

with DMAS on all appeal related activities and attend any state fair hearing or appeal-related 

meetings as requested by DMAS.  The Contractor shall continue services in accordance with the 

appeals criteria described in Section 15 of this Contract.      

 

The Contractor shall maintain the initial LOC evaluation and reevaluation documentation for a 

minimum of ten (10) years in a searchable, electronic format. LOC evaluation and reevaluation 

documentation shall be provided to the Department upon request and within required time 

frames and formats.  Aggregate data from all participating health plans will be maintained by the 

Department for reporting purposes.  

4.7.2.4  Health Risk Assessment (HRA) Elements 

The Contractor shall use Care Coordinators who shall complete an initial face-to-face Health 

Risk Assessment (HRA) for newly enrolled Members as expeditiously as the Memberôs 

condition requires and according to the guidelines set forth in the Health Risk Assessment (HRA) 

Section 5.3 of this Contract.    

4.7.2.5  CCC Plus Waiver Services Scope of Coverage 

The Contractor shall provide CCC Plus Waiver services at least in equal amount, duration, and 

scope as available under Medicaid fee-for-service as described 12VAC30-120-924 and 

Attachment 5 of this Contract. Waiver services may be agency-directed (AD) or consumer-

directed (CD).  CD services afford individuals the opportunity to act as the employer in the self-

direction of personal care or respite services. This involves hiring, training, supervision, and 

termination of self-directed personal care assistants.   

https://www.virginiamedicaid.dmas.virginia.gov/
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4.7.2.6  Consumer-Directed or Agency Directed Services 

A Member may receive consumer-directed (CD) services along with agency-directed (AD) 

services. A Member receiving CD personal care services can also receive Adult Day Health Care 

(ADHC) or agency-directed personal care.  However, Members cannot simultaneously (same 

billable hours) receive multiple/duplicative services. Simultaneous billing of personal care and 

respite care services is not permitted.  The choice of CD is made freely by the Member or the 

authorized representative or caregiver, if the Member is not able to make a choice. 

 

For both AD and CD care, the Member must have a viable back-up plan (e.g. a family member, 

neighbor or friend willing and available to assist the Member, etc.) in case the personal care aide 

or CD attendant or nurse is unable to work as expected or terminates employment without prior 

notice.  The identification of a back-up plan is the responsibility of the Member and family and 

must be identified and documented on the person-centered Individualized Care Plan. Members 

who do not have viable back-up plans are not eligible for services until viable back-up plans 

have been developed.  For AD care, the provider must make a reasonable attempt to send a 

substitute personal care aide but, if this is not possible, the Member must have someone available 

to perform the services needed. 

 

The Contractor shall provide CCC Plus Waiver services when: the Member is present; in 

accordance with an approved person-centered Individualized Care Plan; the services are 

authorized; and, a qualified provider is providing the services to the Member. Services rendered 

to or for the convenience of other individuals in the household (e.g., cleaning rooms, cooking 

meals, washing dishes or doing laundry etc. for the family) are not covered. 

 

For more information on CCC Plus Waiver services, refer to the CCC Plus Coverage Chart 

attached to this Contract.  

4.7.2.7 Adult Day Health Care (ADHC) 

Long-term maintenance or supportive services offered by a community-based day care program 

providing a variety of health, therapeutic, and social services designed to meet the specialized 

needs of those waiver individuals who are elderly or who have a disability and who are at risk of 

placement in a nursing facility.  The program shall be licensed by the Virginia Department of 

Social Services (VDSS) as an adult day care center (ADCC).  

4.7.2.8  Personal Care Services 

Assistance with Activities of Daily Living (ADL): eating, bathing, dressing, transferring, and 

toileting, including medication monitoring and monitoring of health status and physical 

condition.  This service does not include skilled nursing services with the exception of skilled 

nursing tasks that may be delegated pursuant to the Virginia Administrative Code 18VAC90-19-

240 through 18VAC90-19-280.  When specified in the individual service plan, personal care 

services may include assistance with Instrumental Activities of Daily Living (IADL), such as 

dusting, vacuuming, shopping, and meal preparation, but does not include the cost of meals 

themselves.   Supervision, as an allowable personal care service, shall be provided pursuant to 

12VAC-30-120-924 D.2.c. and d. and 12VAC-30-120-924 G.2.b.  CD skilled services shall be 

provided pursuant to the Code of Virginia § 54.1-3001(12).   
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The Contractor shall provide coverage for personal care services for work-related or school-

related personal assistance when medically necessary.  This allows the personal care provider to 

offer assistance and supports for individuals in the workplace and for those individuals attending 

post-secondary educational institutions.  This service is only available to individuals who require 

personal care services to meet their ADLs.  Workplace or school supports through the CCC Plus 

Waiver are not provided if they are services provided by the Department for Aging and 

Rehabilitative Services, required under IDEA, or if they are an employer's responsibility under 

the Americans with Disabilities Act or Section 504 of the Rehabilitation Act. 

 

Individuals are afforded the opportunity to act as the employer in the self-direction of personal 

care services.  This involves hiring, training, supervision, and termination of self-directed 

personal care assistants.  For CD services, The Code of Virginia § 54.1-3001(12) states ñany 

person performing state or federally funded health care tasks directed by the consumer which are 

typically self-performed for an individual who lives in a private residence and who, by reason of 

disability is unable to perform such tasks but who is capable of directing the appropriate 

performance of such tasksò is exempted from the Nurse Practice Act and nurse delegation 

requirements.  Reference Chapter IV of the DMAS Elderly or Disabled with Consumer Direction 

Waiver Services Provider Manual for additional details. 

 

In accordance with 12VAC30-120-924.B, the Contractor shall develop policies and procedures 

for Department approval prior to implementation, and at revision, and upon request that include 

the ability to determine the capacity of Members to self-direct services, the criteria for 

determining when a person receiving services is no longer able to self-direct services received, 

and regularly verifying that appropriate services are provided.  The Contractor has the option to 

use the DMAS-95 Addendum to determine the Memberôs capacity to self-direct services. The 

policies and procedures should also address intermediate steps the Contractor will use to address 

emerging issues prior to resorting to involuntary disenrollment from consumer-directed services.    

 

There are no maximum limitations to the number of personal care hours that an individual may 

receive.  Personal care hours are limited by medical necessity.  Under the fee-for-service 

program, personal care hours are limited to 56 hours per week, 52 weeks per year, for a 

maximum total of 2,920 hours per year, where the Department provides exceptions based on 

medical necessity using criteria based on dependency in activities of daily living, level of care, 

and taking into account the risk of institutionalization if additional hours are not provided. The 

Contractor shall manage exception requests for its membership in accordance criteria is listed in 

12VAC30-120ï927 and contract standards.  Refer to Section 6.0 Utilization Management 

Requirements. 

 

Personal care is not a replacement of Private Duty Nursing (PDN) services and the two shall not 

be provided concurrently. Personal care cannot be used for ADL/IADL tasks expected to be 

provided during PDN hours by the RN/LPN.  Trained caregivers must always be present to 

perform any skilled tasks not delegated in accordance with 18VAC90-19-280. 

4.7.2.9  Respite Care Services 

Respite care services are provided to Members who are unable to care for themselves and are 

furnished on a short-term basis because of the absence or need for relief of those unpaid primary 

caregivers who normally provide care.  Respite care services may be provided in the community, 



 

63 
 

the Memberôs home or place of residence, or a childrenôs residential facility.  Respite services 

include skilled nursing respite and unskilled respite.   

  

Individuals may choose to use agency directed (AD), consumer-directed (CD), or a combination 

of these models of service delivery. CD respite is only available to Members requiring unskilled 

respite care services. Unskilled respite is not available to individuals who have 24 hours skilled 

nursing needs. 

 

Respite care services are limited to 480 hours per individual per state fiscal year (July 1st through 

June 30th). 

4.7.2.10 Services Facilitation (SF)  

Services Facilitation is a function that assists the Member (or the Memberôs family or 

representative, as appropriate) when consumer-directed services are chosen. The SF provider 

serves as the agent of the individual or family and the service is available to assist in identifying 

immediate and long-term needs, developing options to meet those needs, accessing identified 

supports and services, and training the Member/family to be the employer.  Practical skills 

training is offered to enable families and Members to independently direct and manage their 

waiver services.  Examples of skills training include providing information on recruiting and 

hiring personal care workers, managing workers, and providing information on effective 

communication and problem-solving. The services include providing information to ensure that 

Members understand the responsibilities involved with directing their services.   

4.7.2.11  Environmental Modifications (EM) 

Environmental Modifications not covered under Medicaidôs State Plan durable medical 

equipment benefit may be covered under the CCC Plus Waiver.  Modifications may be made to a 

Memberôs primary residence or primary vehicle and must be of a remedial nature or medical 

benefit to enable the Member to function with greater independence.  EM services shall not be 

duplicative in homes where multiple waiver individuals reside.  EM may not be used for general 

maintenance or repairs to a home, or to purchase or repair a vehicle; however, may be used for 

the repair of an accessibility feature (i.e., repair of a ramp or a van lift). 

 

EM must be provided in conjunction with at least one other qualifying CCC Plus Waiver service. 

EM shall be covered up to a maximum of $5,000 per individual per fiscal year (July 1 through 

June 30 of the following year). Costs for EM shall not be carried over from one fiscal year to the 

next.  

4.7.2.12 Assistive Technology (AT) 

Assistive Technology provided outside of the Medicaid State Plan durable medical equipment 

benefit may be covered under the CCC Plus Waiver for Members who have a demonstrated need 

for equipment for remedial or direct medical benefit primarily in the Member's residence to 

specifically increase their ability to perform ADLs/IADLs, or to perceive, control or 

communicate with the environment in which they live.   

 

AT are considered portable devices, controls, or appliances which may be covered up to a 

maximum of $5,000 per Member per fiscal year (July 1 through June 30 of the following year). 

The costs for AT shall not be carried over from one fiscal year to the next.  When two or more 
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Members live in the same home (congregate living arrangement), the AT shall be shared to the 

extent practicable consistent with the type of AT.  

 

AT must be provided in conjunction with at least one other qualifying CCC Plus Waiver service.  

All AT requires an independent evaluation by a qualified professional who is knowledgeable of 

the recommended item prior to authorization of the device.  Individual professional consultants 

include speech/language therapists, physical therapists, occupational therapists, physicians, 

certified rehabilitation engineers or rehabilitation specialists. 

4.7.2.13 Personal Electronic Response System (PERS) 

PERS is an electronic device that enables Members to secure help in an emergency.  The system 

is connected to the person's phone and programmed to signal a response center once a "help" 

button is activated.  PERS services are limited to those Members who live alone, or who are 

alone for significant parts of the day, and have no regular caregiver for extended periods of time. 

PERS services are also limited to those individuals ages 14 and older.  When medically 

appropriate, the PERS device can be combined with a medication monitoring system to monitor 

medication compliance. PERS must be provided in conjunction with at least one other qualifying 

CCC Plus Waiver service.   

4.7.2.14 Skilled Private Duty Nursing (PDN) 

Skilled PDN are nursing services ordered by a physician in the Plan of Care and provided by a 

licensed Registered Nurse (RN) or by a Licensed Practical Nurse (LPN).  This service is 

provided to individuals in the technology dependent subgroup who have serious medical 

conditions and complex health care needs. Skilled PDN is used as hands-on Member care, 

training, consultation and oversight of direct care staff, as appropriate.  Examples of Members 

that may qualify for Skilled PDN coverage include, but are not limited to, those with health 

conditions requiring:  mechanical ventilation, tracheostomies, prolonged intravenous 

administration of nutritional substances (TPN/IL) or drugs, peritoneal dialysis, continuous 

oxygen support, and/or continuous tube feedings.  

 

PDN hours are determined by the scores on the appropriate objective assessment based on the 

Memberôs age. PDN hours for adult Members are determined by medical necessity on the 

DMAS-108 form. 

4.7.2.15 Transition Services 

The Contractor must provide Transition Services, meaning set-up expenses, for Members who 

are transitioning from an institution or licensed or certified provider-operated living arrangement 

to a living arrangement in a private residence, which may include an adult foster home, where 

the person is directly responsible for his own living expenses. These services could include: 

security deposits and the first month's rent that are required to obtain a lease on an apartment or 

home; utility deposits; essential/basic household furnishings (furniture, appliances, window 

coverings, bed/bath linens or clothing); items necessary for the individual's health, safety, and 

welfare such as pest eradication and one-time cleaning prior to occupancy; fees to obtain a copy 

of a birth certificate or an identification card or driver's license; and other reasonable one-time 

expenses incurred as part of a transition.   

 

Transition Services are furnished only to the extent that they are reasonable and necessary as 

determined through the transition plan development process, are clearly identified in the 
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transition plan and the person is unable to meet such expense, or when the services cannot be 

obtained from another source. See Care Coordination with Transitions of Care. 

4.7.2.16 Service Authorizations  

Initial Service Authorizations (SA) as well as SA renewals shall comply with requirements in 

Section 6.2.6, Service Authorization-LTSS.  Refer to the Model of Care, Health Risk Assessments 

and Person-centered Individualized Care Plans section of this Contract for more information.   

4.7.2.17 Documentation Requirements 

The following is the minimum documentation to be retained in the Memberôs Record by the 

Contractorôs Care Coordinator.  The Department reserves the right to adjust the chart as 

regulations and/or policy manuals are changed.  DMAS forms may be found on the DMAS web 

portal at:  https://www.virginiamedicaid.dmas.virginia.gov/wps/portal/ProviderFormsSearch. 

 

Documentation Frequency 

RN Supervisory Visit  Monthly for technology dependent 

Members;  Quarterly for all others 

Plan of Care (CMS-485) Every 60 calendar days 

Plan of Care (DMAS 97 A/B; DMAS-7A) Every 12 months or more frequently 

as needs change 

Telephone Communications with 

individuals/caregivers, providers, physicians, 

etc. 

 

Daily or as needed 

Initial Screening*  (UAI, DMAS-95 [as 

applicable], DMAS-96, DMAS-97,  DMAS 

108/109 as appropriate, MD order for Tech 

subgroup admission, etc. as applicable) 

 

 

On admission  

Functional Assessment for Waiver Annually and if there is a lapse of 

LTSS services >30 calendar days 

and a waiver termination occurs, as 

defined in 12VAC30-120-905.H. 

Hospital summaries, discharge orders, additional 

medical record information (i.e. tests, 

procedures, etc.)  

Hospital admissions, change in 

health status 

Service Authorization Documentation Yearly, Change in hours or provider 

Correspondence with Individual/Caregiver 

(letters) 

Enrollment, Disenrollment, Change 

in provider, Change in hours 

Medicaid LTC Communication Form (DMAS 

225) 

Enrollment, Disenrollment, other 

circumstances noted in Section 

4.7.5.3 

Health Risk Assessment Refer to the Model of Care 

Assessment and Individualized Care 

Plan Expectations table 

Individualized Care Plan Refer to the Model of Care 

Assessment and Individualized Care 

Plan Expectations table 

https://www.virginiamedicaid.dmas.virginia.gov/wps/portal/ProviderFormsSearch
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Interdisciplinary Care Team Report As needed 

*When available for members who had services prior to the memberôs CCC Plus Program 

effective date. 

4.7.3 Nursing Facility and Long Stay Hospital Services 

The Contractor shall provide coverage for skilled and intermediate Nursing Facility (NF) care, 

including for dual eligible Members after the Member exhausts their Medicare covered days. The 

Contractor shall have contractual agreements with the Nursing Facility and payment for services 

shall be made to NFs directly by the Contractor.  

 

The Contractor, in conjunction with the Nursing Facility agreement, must:   

¶ Make a good faith effort to contract with physicians and ancillary providers who contract 

with NFs.  Regardless, the Contractor shall ensure that their Members residing in a 

Nursing Facility have timely access to all services, including when a Nursing Facilityôs 

provider refuses to treat the Member; 

¶ Work with NFs to promote adoption of evidence-based interventions to reduce avoidable 

hospitalizations, and include management of chronic conditions, medication 

optimization, prevention of falls and pressure ulcers, and coordination of services; 

¶ Ensure that individuals in nursing facilities are assessed for, have access to, and receive 

medically necessary services for medical and behavioral health conditions;  

¶ Have specific criteria and metrics to evaluate NF quality;  

¶ Promote innovative payment strategies to facilitate quality improvement with NFs; and, 

¶ Establish specific resources and assistance for alternate placement of Members.  

4.7.3.1 Specialized Care Nursing Facility Units and Long Stay Hospitals 

The Contractor shall coordinate with the Specialized Care Nursing Facilities and the Long Stay 

Hospitals to ensure that the needs of the Members (adults and children) are met.   

 

This population has medical/nursing needs to exceed the needs of a typical nursing facility 

resident which is why DMAS developed the program to account for the medical/nursing needs 

for these individuals.   

 

The two long stay hospitals (one located in Washington, DC and one located in Norfolk, VA) 

serve primarily pediatric individuals with complex medical/nursing needs.  The Contractor shall 

work closely with these two facilities to ensure Members receive the full scope of services 

needed and as covered under this Contract.     

 

The Contractor shall work with the Members and facilities to explore the option of discharge to a 

less restrictive setting and the setting must ensure the medical/nursing needs can be met for the 

individuals.  The target population for specialized care and long stay hospitals includes 

individuals who may require mechanical ventilation, complex tracheostomy, comprehensive 

respiratory therapy, and other li fe sustaining services and treatment. The Contractor shall ensure 

the health, safety, and welfare and needs and preferences of these Members their 

family/representative involvement in any potential discharge.   
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The Contractor should incorporate all activities associated with traditional nursing facility 

individuals when working with individuals receiving services through either specialized care or 

long stay hospitals.  The individuals have to meet the underlying criteria for nursing facility 

placement. 

 

Currently DMAS has a limited number of nursing facilities who have an add-on agreement to 

provide services under the specialized care program.  The Contractor may contract with other 

Nursing Facilities to provide specialized care services, however, the facilities must meet the 

minimum requirements as outlined for fee for service specialized care providers.  The Contractor 

shall work with DMAS regarding the addition of new specialized care providers.  

 

The Contractor shall not seek to add any additional long stay hospitals to the program.  DMAS 

limits long stay hospital participation to the two currently enrolled providers. 

4.7.3.2 Out of State or Out of Area Placements 

4.7.3.2.1 Out of State 

For consideration of out of state placement, the Contractor shall ensure that the Memberôs needs 

cannot be met within the Commonwealth before considering out of state placement.  The 

Contractor shall document supporting evidence that there are no in state resources prior to 

approving an out of state placement.  The process for an out of state placement is as follows.   

 

The Contractor shall: 

1) Notify the Department within two (2) business days of a request for an out-of-state placement;  

2) Work with the Department on any out of state placement requests/referrals, and;  

3) Immediately following the Contractorôs notification to the Department of a referral for an out-

of-state placement, the Contractor shall follow the Departmentôs guidance document for out-of-

state nursing facility placements.  At a minimum, the process shall include the participation and 

involvement of the Regional Transition Care Coordinator.  

 

When considering an out of state facility, the facility must meet all the standard licensing and 

certification requirements within that state and have an active license to operate within that state.   

 

Out of state placement into a Nursing Facility would follow all established processes and 

procedures as those followed by in-state nursing facilities.  The Contractor shall be prepared to 

participate in the admission, care planning and discharge process for the Members.  Placement in 

an out of state facility does not relieve the Contractor of their responsibilities to the Member. 

 

The Contractor shall have agreements in place with out of state providers that ensures all 

provider participation requirements are satisfied prior to placement of any individual in a nursing 

facility. 

4.7.3.2.2 Out of Area  

The Contractor shall consider the needs of the Member when the Member cannot be adequately 

served in a facility located within the Memberôs permanent area of residence.  Relocation to a 

facility in another region is allowable when the Member and/or the Memberôs representative 

agree that it is in the Memberôs best interest.   
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The Contractor shall be responsible for all services required under this Contract for its enrolled 

Members including when the Member resides in a CCC Plus program region that is different 

from the region associated with Memberôs address of record in the Medicaid system.  For 

example, a Member who resides in a nursing facility in Richmond, where the individualôs 

address in the Medicaid system is located in the Tidewater region is not a reason for 

disenrollment from the Contractor.    

4.7.3.3 Nursing Facility Admissions and Discharges 

In order to receive Nursing Facility services, an individual must meet the level of care (LOC) 

required for a Nursing Facility, a specialized Nursing Facility for technologically dependent 

individuals, or a long stay hospital.  Enrollment into the Nursing Facility level of care requires a 

completed screening performed by a hospital or community team, prior to a nursing facility 

admission as described in Section 4.7.1 of this Contract. 

 

The Contractor shall enter Nursing Facility admissions and discharges into the Virginia Medicaid 

Web Portal (LTC Tab).  The Contractor shall also enter changes to the NF level of care into the 

Virginia Medicaid Web Portal when a Member transitions between a skilled Medicare stay and a 

custodial Medicaid stay. Such NF admission/discharge and change transactions shall be entered 

by the Contractor no later than two (2) business days of notification of admission/discharge or 

level of care change.  Also refer to LTSS Screening Requirements in Section 4.7.1.  Also 

reference Section 4.7.9 for additional information on the level of care entry process.   

 

The Contractor shall submit the DMAS 225 to LDSS for all nursing facility admissions or 

discharges within five (5) business days receipt of notice of the start of care.  For DMAS 225, 

information, refer to:  

http://www.dmas.virginia.gov/files/links/1569/Broadcast%20DMAS-

31%20Use%20of%20DMAS-225%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf. 

4.7.3.4 Contractor Attendance at Care Plan Meetings 

The Contractor shall arrange with the Nursing Facility to attend (either in person or via 

teleconference) any and all care plan meetings for Members who are receiving NF services.  

Attendance at the care plan meetings will ensure that the NF is current with the care needs of the 

Member and will provide access to the Contractor by NF staff to discuss service options.  

Because of the flexibility of the CCC Plus program, the Contractor may have access to a wider 

variety of services which could be offered to the NF on behalf of their enrolled Member.  

 

The Contractor shall actively participate in all care planning meetings by providing feedback 

regarding the status of the Memberôs care needs.  The Contractor shall coordinate outside care 

needs with the NF for their Member.   

4.7.3.5 Extraordinary Care Management During Involuntary Relocation 

The Contractor shall be prepared to assist in the event that a Nursing Facilityôs provider 

agreement with Medicare and/or Medicaid is terminated due to failure to meet licensure and 

certification requirements.  The Contractor shall be involved in any decisions regarding the 

relocation of Members under their care.   

 

The Contractor shall also work with the Member and the nursing facility to advocate on behalf of 

the Member in any circumstance where a nursing facility attempts to involuntarily transfer or 

http://www.dmas.virginia.gov/files/links/1569/Broadcast%20DMAS-31%20Use%20of%20DMAS-225%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf
http://www.dmas.virginia.gov/files/links/1569/Broadcast%20DMAS-31%20Use%20of%20DMAS-225%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf
http://www.dmas.virginia.gov/files/links/1569/Broadcast%20DMAS-31%20Use%20of%20DMAS-225%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf
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discharge a Member, and to ensure that a safe discharge plan is in place prior to the Memberôs 

nursing facility discharge.  

  

The Contractor shall work with the Nursing Facility and the identified relocation team which 

may include a combination of individuals from DMAS, the Department for Aging and 

Rehabilitative Services, the local Departments of Social Services, and the Long Term Care 

Ombudsman (either at the state or local level). 

 

Relocation may consist of moving the Member to a different nursing facility or discharging the 

Member home with waiver services.  The Contractor shall ensure that the Member is afforded 

the right to make informed choices about the settings in which they live and receive services.  

The Contractor must coordinate with the NF and relocation team in order to ensure that the needs 

and informed choices of the Members are addressed and that the Members and their 

representatives are aware of any activities associated with relocation.  

4.7.3.6 Review of Section Q of Minimum Data Set (MDS) 

The Contractor shall ensure that Section Q of the MDS is completed and must participate in any 

discussions with the Nursing Facility and any Members expressing an interest in returning home.  

The Contractor shall be prepared to offer services in the home if discharge to home is appropriate 

and consistent with the Memberôs choice.  The Contractor shall support the Memberôs right to 

choose the setting in which he/she receives care and shall work to ensure that the care received is 

in the least restrictive setting to ensure the Memberôs health, safety and welfare.   

 

The Contractor shall review with the Nursing Facility, and the Member or the Memberôs 

authorized representative, on at least a quarterly basis (or at such time as the interest is expressed 

by the Member) and whenever the Member expresses an interest in being discharged, any and all 

options for discharge from the Nursing Facility. 

4.7.3.7 Nursing Facility Eligibility  

The Contractor must work with the Nursing Facility to coordinate reassessments (functional and 

medical/nursing needs) for continued Nursing Facility placement, including the incorporation of 

all MDS guidelines/timeframes for quarterly assessments and ICP development.   

4.7.4  Developmental Disability (DD) Waivers 

The Department of Medical Assistance Services (DMAS) and Department of Behavioral Health 

Developmental Services (DBHDS) have worked diligently for three years, engaging the 

expertise of consultants as well as stakeholders across the Commonwealth, to redesign Virginiaôs 

Home and Community Based Services waivers (HCBS) for individuals with developmental 

disabilities including intellectual disabilities. This redesign combines the target population of 

individuals with both intellectual disability and other developmental disabilities and offers 

services that promote community integration and engagement.  Additional information about the 

waiver redesign may be found at http://www.dbhds.virginia.gov/developmental-services/my-life-

my-community-waiver. 

 

 

Individuals enrolled in one of the Developmental Disability (DD) waivers (the Building 

Independence (BI), Community Living (CL), and Family and Individual Supports (FIS) waivers) 

http://www.dbhds.virginia.gov/developmental-services/my-life-my-community-waiver
http://www.dbhds.virginia.gov/developmental-services/my-life-my-community-waiver
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will be enrolled in the CCC Plus program for their non-waiver services (e.g., acute and primary, 

behavioral health, pharmacy, and non-LTSS waiver transportation services). DD Waiver services 

(including when covered under EPSDT), targeted case management and transportation to the 

waiver services, will be paid through Medicaid fee-for-service as ñcarved-outò services.  See 

CCC Plus Coverage Chart - Part 4C.   

 

All individuals enrolled in one of the DD waivers follow the same process to qualify for and 

access BI, CL and FIS services and supports.  Services are based on assessed needs and are 

included in a person-centered ICP.  Individuals receiving home and community based services 

through one of these waivers have a variety of choices of both types of services and providers.   

 

Individuals with any developmental disability seeking waiver services must have diagnostic and 

functional eligibility assessments completed by their local Community Services Board (CSB) 

and, as appropriate be placed on a waiting list.  Individuals who are on the DD waiting list may 

be eligible for the CCC Plus Waiver if they meet the level of care requirements, until a DD 

Waivers slot becomes available. Local waiver waiting lists are maintained by the CSBs for all 

individuals under their jurisdiction, including those served by private developmental disability 

case management agencies.  

 

The Contractor shall have policies and procedures in place to manage Members that are enrolled 

in the DD Waivers, in addition to all individuals with a diagnosis of a developmental disability 

as identified in the Vulnerable Subpopulations criteria.  The Contractor shall work with the 

Memberôs DD Waiver support coordinator/case manager and service provider to coordinate 

acute, behavioral health, pharmacy, and non-LTSS waiver transportation services, as applicable, 

to support the individualôs health and well-being.  The Contractor shall be able to identify and 

access the appropriate community-based resources for these Members. 

4.7.5  Patient Pay for Long Term Services and Supports 

Patient Pay refers to the Memberôs obligation to pay towards the cost of long-term services and 

supports, if the Memberôs income exceeds certain thresholds.  Patient Pay is required to be 

calculated for every individual receiving NF or waiver services unless not required based on 

eligibility category, although not every eligible individual will end up having to pay each month. 

When a Memberôs income exceeds an allowable amount, he/she must contribute toward the cost 

of his/her LTSS.  This contribution is known as the Patient Pay amount. The patient pay must not 

be confused with a co-pay or deductible.   

DMAS will provide information to the Contractor that identifies Members who are required to 

pay a Patient Pay amount and the amount of the obligation as part of the monthly transition 

report.  DMAS Capitation Payments to Contractors for Members who are required to pay a 

Patient Pay Amount will be net of the monthly Patient Pay Amount.  The Contractor shall 

establish a process to ensure collection of the Patient Pay Amounts and coordinate with LTSS 

providers.  The Contractor shall develop policies and procedures regarding the collection of the 

Patient Pay obligation.  The Contractor may collect it directly from the Member or assign this 

responsibility to LTSS providers.  If assigned to the LTSS providers, the Contractor shall explain 

this process in its LTSS provider contracts and shall reduce reimbursements to LTSS providers 

equal to the Patient Pay amounts each month.  
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4.7.5.1 Patient Pay for Members Who Transition Between a Nursing Facility and the CCC 

Plus Waiver 

Unless the Contractor collects the patient pay from the Member directly, the Contractor shall 

ensure that the following process is implemented no later than July 1, 2018.  For Members who 

transition to or from a nursing facility during the month, the Contractor shall collect the patient 

pay amount from the nursing facility claim (i.e., for the transition month) instead of from the 

CCC Plus Waiver provider(s).  This process applies regardless of the order in which the 

Contractor receives the claims.   

4.7.5.2 Patient Pay for Members with Medicare 

There are circumstances where individuals with Medicare may also have a patient pay 

responsibility towards skilled nursing facility care.  For example, a Member who falls into a low 

RUGS category, and who has a coinsurance responsibility through Medicare Part A, could have 

a cost share responsibility if the Medicare payment is lower than the Medicaid allowable amount 

for the same service.  In this circumstance the Member is responsible for the difference in the 

Medicare payment and Medicaid allowable charges, up to the Memberôs DSS-calculated patient 

pay amount. 

4.7.5.3 Long-Term Care Communication Form - DMAS-225 

The Medicaid LTC Communication Form (DMAS-225) is used by the local Department of 

Social Services to inform LTSS providers of Medicaid eligibility and to exchange information. 

The Contractor must ensure that a completed DMAS-225 is in the record of each Member 

receiving Nursing Facility, hospice or waiver services.   

 

When a Member enrolled with the Contractor is determined to be newly eligible for LTSS, the 

Contractor shall submit a DMAS-225 form to the LDSS eligibility worker, in order for the 

eligibility worker to re-evaluate Medicaid eligibility and determine the Patient Pay amount.  The 

Contractor is required to adhere to the regulations regarding the collection of Patient Pay from 

enrolled Members.   

 

Immediately upon initiation of long term care services, and within no more than five (5) business 

days receipt of notice of initiation of long term care services, the Contractor shall send a DMAS-

225 to the eligibility unit of the appropriate local Department of Social Services (LDSS) 

indicating the Contractorôs first date of long term care service delivery.  The LDSS eligibility 

worker will complete a Medicaid eligibility redetermination and Patient Pay determination.  The 

Contractor shall not contact the LDSS inquiring about the status of the form prior to 30 business 

days after submission. The Contractor shall not require providers to submit the DMAS-225 to the 

Contractor or to LDSS. A copy of the completed DMAS-225 must be kept by the Contractor in 

the Memberôs file. 

 

The Contractor must notify the LDSS via the DMAS-225 of information pertaining to the 

following circumstances and to exchange information, other than patient pay information: 

¶ There is a change in the LTC provider, including when an individual moves from CBC to 

a nursing facility or the reverse; 

¶ Notification of a change in the enrolleeôs physical residence (e.g., out of state, in state, 

incarceration); 
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¶ There are changes in the patientôs deductions (e.g., a medical expense allowable); 

¶ There are changes in eligibility status; 

¶ There are changes in third party liability; and 

¶ Any other changes that could impact Medicaid eligibility.   

 

The Contractor must notify the LDSS via the DMAS-225 of the last date of long term care 

service delivery when any of the following circumstances occur: 

¶ An individual dies (include the date of death); or, 

¶ An individual is discharged or discontinued from services.  The date of discharge or 

discontinuation should be the last date that long term care services were rendered.  This 

includes when the individual is discharged from one provider to another. 

 

The Contractor must send the DMAS-225 to LDSS within five (5) business days of the above 

status changes. The Contractor must ensure that the health plan contact information is listed on 

the form and that the form is completed in its entirety. The DMAS-225 is submitted only for 

members who receive LTSS services. See Broadcast DMAS-31 regarding use of the DMAS-225 

by CCC Plus managed care organizations located at 

http://www.dmas.virginia.gov/files/links/1569/Broadcast%20DMAS-

31%20Use%20of%20DMAS-225%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf.  

4.7.6  Consumer Direction and Contract with the Departmentôs Fiscal/Employer Agent 

(F/EA)  

The Department offers home and community-based support services, approved by the Centers 

for Medicare and Medicaid Services pursuant to §1915(c) of the Social Security Act, for 

Medicaid individuals who would otherwise require a level of care provided in institutional 

settings the opportunity to remain in their homes and communities. Eligible CCC Plus Waiver 

Members may choose the Consumer-Directed model of service delivery for their personal care 

and respite services in which the Member, or someone designated by the Member, employs 

attendants and directs their care. The Member will receive financial management support in their 

role as employer by the Contractorôs Fiscal/Employer Agent (F/EA) vendor. 

 

Effective January 1, 2019, the Contractor shall sub-contract with a qualified vendor who will 

operate as a F/EA Fiscal/Employer Agent (F/EA) vendor under Section 3504-1 of the IRS code, 

including Agent Employment Tax Liability proposed Regulations (REG-137036-08) issued by 

the IRS on December 12, 2013 and Revenue Procedure 70-6.  

 

A  qualified  F/EA vendor  shall have  a  separate  Federal  Employer  Identification  Number 

(FEIN) for the sole purposes of filing federal tax forms (IRS Forms 2678, 940, 941, W-2 and W-

3) and paying federal taxes (Federal income tax withholding, FICA and FUTA) on behalf of the 

Members (employers) it represents as Agent.  

 

The F/EA shall obtain an FEIN for each Member or the Employer of Record and maintain copies 

of the FEIN, IRS FEIN notification, and copy of the filed form SS-4, in the Memberôs file. 

 

A qualified F/EA shall have significant experience in withholding, filing, and paying state 

income and employment taxes for employers and Personal Care Assistants (employees). 

http://www.dmas.virginia.gov/files/links/1569/Broadcast%20DMAS-31%20Use%20of%20DMAS-225%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf
http://www.dmas.virginia.gov/files/links/1569/Broadcast%20DMAS-31%20Use%20of%20DMAS-225%20by%20CCC%20Plus%20MCOs%20(09.05.2018).pdf
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Financial Management Services, provided by the F/EA for CCC Plus Waiver Members include: 

¶ Pre-employment services, including enrolling Members (employers) and their Personal 

Care Assistants (employees); 

¶ Criminal, child abuse and neglect, and other State and Federally required background 

checks; 

¶ Processing employee timesheets; 

¶ Deducting, filing, and paying State and Federal income and employment taxes and other 

withholdings; 

¶ Paying Personal Care Assistants (employees); 

¶ Providing customer service through a Call Center;  

¶ Providing training on F/EA enrollment and payroll processing procedures to Members 

and Service Facilitators or the Designated Entity responsible for supporting the Medicaid 

Member in managing his or her Personal Care Assistants; and 

¶ Providing an electronic visit verification (EVV) system compliant with the 21st Century 

Cures Act for personal care services. 

 

The Contractor shall subcontract with a qualified F/EA to provide financial management services 

to Members who choose Consumer Direction for eligible services.  The Contractor shall have 

policies and procedures (including timeframes), and internal controls for implementing F/EA 

services that includes defined processes for all required IT and data exchange processes. 

 

The Contractor shall submit for approval to the Department, at implementation, revision, or upon 

request, the policies and procedures for handling Consumer-Directed services and the F/EA. The 

Contractor shall have a dedicated project manager for Consumer-Directed services.  

 

The Department shall conduct a readiness review for implementation of F/EA services. The scope 

of the readiness review shall include all elements described in Section 4.7.6. Readiness reviews 

shall be conducted 120 days prior to implementation of F/EA services. 

 

4.7.6.1 Self-Service Web Portal and Website 

 The Contractorôs F/EA shall have a secure system, policies, procedures and internal controls for 

implementation and maintenance of a self-service web portal for Members, their employees, and 

services facilitators or other designated entities (i.e., Care Coordinators, staff of the F/EA, etc.). 

The portal shall be integrated with the F/EAôs financial management, enrollment, and electronic 

visit verification systems.   

 

The roles based self-service web portal shall be user-friendly, and accessible twenty-four (24) 

hours seven (7) days a week, except for planned maintenance period.  

 

The self-service web portal shall provide users with real time visibility of consumer-directed 

services information including: 

¶ Enrollment status; 

¶ Employer and employee demographics; 

¶ Timesheets; 
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¶ Service authorization; 

¶ Service use; 

¶ Paystubs; 

¶ Tax; 

¶ Patient pay (if applicable); 

¶ Garnishments; 

¶ Withholdings; and  

¶ Year end tax. 

The Contractorôs F/EA shall post the following information to a website or incorporate in the 

web portal: 

¶ Routine program updates and communications; 

¶ User tutorials and technical assistance; 

¶ Applicable manuals; 

¶ Instructions for web portal access;  

¶ Alerts for program, payroll, tax, website maintenance periods, and other changes 

affecting Medicaid individuals and employees; and 

¶ Instructions on how to obtain information in non-English languages. 

4.7.6.2 Service Initiation/Enrollment System 

The Contractor shall establish a process for F/EA service initiation for the Member. Services 

may be initiated by the services facilitator or other designated entity.  The process shall include 

verification of Member demographics including the Virginia Federal Information Processing 

Standards (FIPS) Codes and a process to notify the appropriate entity when a request is 

incomplete or contains errors.  All service initiation requests shall be processed including data 

verification and entry into the F/EA data base within three (3) business days of the receipt of the 

request. 

4.7.6.3 Member/Employer Enrollment Packet Requirements 

The Contractorôs  F/EA shall develop, distribute or make available in electronic format, 

enrollment packets for each Member referred to by the designated entity within three (3) 

business days. The enrollment packet shall be pre-populated to the maximum extent possible. 

The enrollment packet shall be presented in a format that is easily understood. At a minimum, 

the packet shall contain the following: 

¶ Introductory letter; 

¶ All required state and federal tax forms; 

¶ F/EA services, roles and responsibilities information; 

¶ Applicable federal forms to complete, sign, and submit; 

¶ Customer service contact information and hours of operation; 

¶ Criminal background, child abuse and neglect central registry information and 

requirements; 

¶ Information on the federal List of Excluded Individuals and Entities (LEIE); 
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¶ Description of payroll periods, timesheet due dates and timelines for processing 

and payment distribution; 

¶ Notice of Discontinued Employment form; and  

¶ Electronic visit verification information. 

4.7.6.4 Personal Care Assistant/Employee New Hire Packet Requirements 

The Contractorôs  F/EA shall develop, distribute or make available in electronic format, new hire 

packets for each employee within three (3) business days of receipt of the request. The hire 

packet shall be pre-populated to the maximum extent possible. The hire packet shall be presented 

in a format that is easily understood. At a minimum, the packet shall contain the following: 

¶ Introductory letter; 

¶ F/EA services, roles and responsibilities information; 

¶ Customer service contact information and hours of operation; 

¶ Criminal background, child abuse and neglect central registry information and 

requirements; 

¶ Information on the federal List of Excluded Individuals and Entities (LEIE); 

¶ Required federal employment eligibility, tax, and related forms that the employee 

must sign and submit with accompanying instructions; 

¶ Required state forms with accompanying instructions; 

¶ Description of payroll periods, timesheet due dates and timelines for processing 

and payment distribution; 

¶ Direct deposit information and debit card options; 

¶ Notice of Discontinued Employment form;  

¶ Disclose employeeôs relationship to the employer per IRS Publication 15-Circular 

E Form; 

¶ Enrollment options when internet access in unavailable; and 

¶ Electronic visit verification information. 

4.7.6.5 Background Checks 

State and Federal laws and regulations (Federal list of Excluded Individuals and Entities, or 

LEIE) require prospective Personal Care Assistants to pass background checks. Background 

checks include Virginia State Police Criminal Background checks; Virginia Department of 

Social Services Child Abuse and Neglect Central Registry checks when the Member is under the 

age of eighteen (18); the Federal list of Excluded Individuals and Entities (LEIE) database 

checks; and, employment eligibility checks. 

 

Background checks  are  required  at  the  time  of  initial employment, re-employment by the 

same employer, and employment by another Member.  Personal  Care  Assistants  may  work  

and  be  paid  for services for up to thirty (30) calendar days pending the results of criminal and 

child abuse and neglect background checks. 
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Personal Care Assistants must be terminated from employment and are prohibited from receiving 

payment effective the date of discovery of a barrier crime or a founded complaint by the DSS 

child protective services central registry by the Contractorôs F/EA. 

 

The Contractorôs F/EA shall be obligated to perform and pay for reference checks. Members 

shall not be charged for the cost of background checks. The Contractorôs F/EA shall have 

controls for processing all required employee background checks that minimally includes: 

¶ Criminal, child abuse and  neglect, and  federal  LEIE  database background checks for 

prospective employees; 

¶ Maintaining results in each employeeôs file and in the employer and/or employeeôs web 

portal self-service account; 

¶ Written notification to the employer, upon discovery, when the results of the background 

check disqualify the employee from employment; and 

¶  A system for blocking the employee in the F/EA payroll system from receiving payment 

effective the date that adverse findings are received by the F/EA. 

4.7.6.6 Electronic Visit Verification 

The Contractorôs F/EA shall have an EVV system that will electronically verify and collect data 

and meets the requirements consistent with the 21st Century Cures Act, Section 12006, 42 U.S.C. 

§ 1396(b). At a minimum, the EVV shall capture in real-time the following data elements for 

consumer-directed personal care and respite services.   

 

1. Type of service performed 

2. Member receiving service 

3. Date of service 

4. Location of service delivery 

5. Employee providing the service 

6. Time service begins and ends 

The EVV system shall be capable of securely transmitting all raw data elements to the 

Contractor in the approved format and in accordance with approved transmission schedules. The 

system shall contain edits and audits to ensure correct and complete formatting of data submitted 

to the EVV system by Members and employee(s). Complete verification and documentation for 

each visit is required. 

 

The F/EA shall have system edits in place preventing claims for services that are not 

electronically verified and documented using the EVV system or otherwise inconsistent with an 

approved Service Authorization. 

 

The F/EAôs EVV system shall support real time access to Members and employees. The EVV 

system shall meet the following requirements: 

¶ Collect clock in/clock out time submissions, date of service, Member and employee ID 

numbers, and GPS technology used to verify location and visits using GPS enabled 

devices; 
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¶ Allow for review, approval, and submission of timesheets by the appropriate designee; 

¶ Provide roles-based access controls that allow Members and employees to create user 

roles. The system shall provide real time jurisdictional views for Designated Entities and 

the Contractor; and 

¶ Have the capability to limit authority to modify changes and modifications to service 

entries. 

For technical assistance on submission of EVV encounters refer to the Encounter Processing 

System (EPS) Medicaid Enterprise Encounter (MES) Companion guide 

(https://eps.dmas.virginia.gov/epsportal/#/guides) For 837 Professional Health Care and 

Transportation Encounter Transactions. 

4.7.6.7 Contractor Database and Automated Payroll Systems 

The Contractorôs F/EA shall have an automated system that has the capacity to exchange files with 

the Contractor. The automated payroll system shall verify data to ensure accurate payroll.  The 

system shall receive, verify and maintain electronic Service Authorizations authorized by the 

Contractor. The system shall  have the ability to request and receive eligibility and patient pay data 

as established by the Contractor.   

 

The Contractorôs F/EA shall conduct twice monthly payroll that meets federal and state 

Department of Labor and Industry wage, hour, and pay date requirements for hourly employees. 

Prior to payment, timesheets shall pass all system edits and are paid in accordance with the 

appropriate pay rate.   

 

The Contractorôs F/EA payroll processing system shall have the ability to calculate and make 

accurate payments to employees not to exceed forty (40) hours per work week for one Member.  

Employees that live in the home of the Member and work more than forty (40) hours in one work 

week shall be exempt from the forty (40) hour work week restriction and shall be compensated at 

the regular hourly rate in accordance with FLSA and Department guidelines.  Overtime pay is 

not permitted. 

 

Direct deposit and debit card payroll solutions shall be made available to all attendants. 

   

The Contractorôs F/EA shall capture the following data elements in the payroll database: 

¶ Medicaid Individual and Employer of Record (EOR) 

o Name; 

o Medicaid ID number; 

o Eligibility status; 

o Birth date; 

o Social Security Number; 

o Demographics and contact data; 

o FIPS codes; 

o FEIN; 

o Individualôs relationship to employee(s); 
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o Individuals relationship to EOR; 

o Enrollment data; 

o Enrollment status; 

o Enrollment and Tax forms completion status; and 

o Tax filing data. 

¶ Services 

o Procedure codes and names; 

o Waiver types; 

o Patient pay (if applicable); 

o Service Authorization (SA) Number; 

o SA units and date ranges; and 

o SA hours used and balance. 

¶ Employee 

o Name; 

o Employee ID Number; 

o Social Security Number; 

o Demographics; 

o Enrollment Date; 

o Enrollment and Tax Forms Completion Status; 

o Enrollment Status; 

o Background Check Status and Results; 

o Pay Rates (Northern Virginia and rest of State); 

o Billable Rates (Northern Virginia and rest of State); 

o Payroll Schedule; 

o Pay Period; 

o Tax Status; 

o Employment Agreement Signed; 

o Tax Filing, Exemptions, Allowances, and Withholdings; 

o Garnishments and Liens; and  

o Employee Pay Distribution - Bank Account/Debit Card Transit Number. 

¶ Timesheet and Payroll 

o Timesheet Number; 

o Timesheet Authorized Signatures; 

o Dates Worked; 

o Hours Worked; 

o Timesheet Status; 

o Timesheet Pend Reasons; 

o Timesheet Import Type ï Web, Manual; 

o Journal Posting Dates; 

o Pay Date; 

o Check/EFT/Debit Card Payments; 
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o Payment Authorized/Blocked; 

o Check Number; and 

o Pay Check Amounts. 

¶ Services Facilitator (if applicable) 

o Agency Name; 

o ID Number; and 

o Demographics and Contact Data. 

4.7.6.8 Patient Pay Through the F/EA 

Some Medicaid individuals receiving Consumer-Directed services have Patient Pay 

responsibilities for services received, as determined by local Department of Social Services 

eligibility workers. Patient Pay is a source of payment that is reported as income on the 

employeeôs W-2 and deducted for the employeeôs net (not gross) wages. 

 

Should the Contractor choose to withhold patient pay from consumer-directed payments, the 

Contractor shall develop a policy and procedure describing how the F/EA shall accurately deduct 

Patient Pay amounts from employeeôs paychecks. 

 

4.7.6.9 Pay Rates and Administrative Services Organization (ASO) Payments for F/EA 

Services 

The Contractor's reimbursement for consumer-directed personal care and respite shall be the 

same as the Departmentôs reimbursement. The Contractor shall have two employee pay rates: (1) 

a higher rate for employees of Members residing in Northern Virginia; and, (2) a base rate for 

employees of Members residing elsewhere in the State. Billing rates are reviewed and adjusted in 

accordance with pay and tax rate changes. Data elements shall be determined by the Department 

and include unduplicated waiver Members service types, employees, timesheet dates, hours 

worked, net pay billable rates, and amounts billed. Refer to the following for a listing of CD pay 

rates:  http://www.dmas.virginia.gov/#/longtermwaivers. 

 

The F/EA shall submit timely, accurate, and complete reports and refunds to each Contractor as 

defined in the F/EA Reports and Refunds due to the Contractor. The Contractor shall provide 

DMAS with written quarterly reports of findings and recommendations within thirty (30) days of 

receipt of a complete submission from the F/EA in accordance with the reports schedule. 

 
 
 
 
F/EA Reports and Refunds due to the Contractor 

 
Quarter 

Ending 

Contractor 
Report & 

Refund Due 
Quarterly Payroll Register 
Quarterly Payroll Tax Reconciliation Summary 

IRS Form 941 
VA-5 
VEC-FC-21/20 

Mar 31 
Jun 30 

Sep 30 
Dec 31 

May 20 
Aug 20 

Nov 20 
Feb 20 

http://www.dmas.virginia.gov/#/longtermwaivers
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Monthly Bank Statements for the Quarter 
Monthly Bank Reconciliations for the Quarter 

Quarterly Check Register 

Monthly Cleared Checks Reports for the Quarter 

Listing of Uncashed and Cancelled (Voided) Checks over 

180 calendar days from Issue Date 
Employer Tax Filing Penalties & Interest Incurred Report 
& refund 

Mar 31 
Jun 30 

Sep 30 

Dec 31 

May 20 
Aug 20 

Nov 20 

Feb 20 

Amounts due to (from) Contractorôs Payroll Tax 
Reconciliation Report  
Refund due to Contractor for Uncashed and Cancelled 

(Voided) Checks over 180 calendar days from Issue 
Report and refund to Contractor or proof of credit to the 
CD-Services Payroll Payment Account for bank  
penalties and interest incurred 

Mar 31 
Jun 30 

Sep 30 

Dec 31 

May 20 
Aug 20 

Nov 20 

Feb 20 

Copy of the Annual FUTA Tax Return with proof of 

receipt of payment from the IRS. 

Annual Feb 20 

Refund, to Contractor, for employer portion of annual, 
over collected FICA immediately following F/EAôs 
refund, for overpaid taxes, from the IRS  

Annual April  

4.7.6.10 Tax Processes, Reconciliation, and Refunds 

The Contractor shall ensure the following responsibilities are met and scope of services are 

performed in accordance with DMAS requirements.  The Contractorôs F/EA shall have a system, 

policies and procedures, timeframes and internal controls for the following: 

¶ Withholding taxes and filing IRS form 941, Employers Quarterly Federal Tax Return 

and IRS form 941 Schedule R, Allocation Schedule for Aggregate Form 941 Filers or 

Report of Tax Liability for Semi-weekly Schedule Depositors Schedule B (as applicable 

depending upon required deposit frequency) in the aggregate, with its separate FEIN for 

all individuals it represents and maintain a copy of each IRS form; 

¶ Paying FICA and federal income tax withholding in the aggregate for all individuals it 

represents using the F/EAôs separate FEIN and for maintaining relevant documentation; 

¶ Withholding and filing IRS for 940, Schedule R, to pay FUTA in the aggregate in an 

accurate and timely manner and maintain relevant documentation; 

¶ Paying FUTA in the aggregate, per IRS depositing rules, and for maintaining relevant 

documentation; 

¶ Obtaining employer registration numbers for state income and unemployment tax 

withholding, filing, payment, and retiring registration numbers when the individual no 

longer is an employer, and maintaining relevant documentation; 

¶ Withholding and filing state income tax withholding for all employees, per state 

requirements and for maintaining relevant documentation; 
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¶ Paying state income tax withholdings in the aggregate using the F/EAôs Fiscal/Employer 

Agent State Withholding Account Number per state requirements and maintaining 

relevant documentation; 

¶ Withholding and filing state unemployment insurance for each individual it represents 

per Virginia Department of Labor and Industry requirements and maintaining relevant 

documentation; 

¶ Paying state unemployment taxes in the aggregate using the F/EAôs Employer Agent 

State Withholding Account Number for each individual per Virginia Department of 

Labor and Industry requirements and maintaining relevant documentation; 

¶ Managing all garnishments, levies and liens on employeeôs payroll checks in an accurate 

and timely manner, as permitted by the Code of Virginia and Virginia Department of 

Labor and Industry and maintaining relevant documentation; 

¶ All federal tax deposits shall be made by electronic funds transfer per IRS requirements; 

and 

¶ Investigate and resolve uncashed or cancelled (voided) checks as required by § 55-210.1 -

§ 55-210.30 of the Code of Virginia and federal regulations (42 CFR § 433.30). 

The Contractor shall provide to the Department quarterly reviews and analysis of F/EA 

withholdings and tax processes and supporting documents including withholdings, tax filings, and 

payments of State and Federal income and employment taxes. The Contractor shall require the 

F/EA to ensure the accuracy and timeliness of all enrollment and tax obligations. Refer to the CCC 

Plus Technical Manual for the required format.   

 

The Contractor shall ensure the following responsibilities are met and scope of services are 

performed in accordance with DMAS requirements.  The Contractorôs F/EA shall have a system, 

policies and procedures, timeframes and internal controls for the following: 

¶ Identifying employees due FICA refunds, determining their current mailing address and 

refunding FICA to applicable employees who did not earn the required annual gross 

wage amount for which employer and employee FICA is required to be calculated, 

withheld, and deposited for employees, per IRS requirements and maintaining relevant 

documentation; 

¶ Preparing, filing, and distributing IRS form W-2, Wage and Tax Statement, for 

employees per IRS Instructions for Agents for electronic filing when processing 250 or 

more IRS form W-2ôs by January 31st of each year and maintaining relevant 

documentation; 

¶ Preparing, filing, and distributing IRS form W-3, Transmittal of Wage and Tax 

Statements, in the aggregate for all members per IRS Instructions for Agents and 

maintaining relevant documentation; 

¶ Preparing, filing, and distributing IRS form VA-6, Employerôs Annual or Final Summary 

of Virginia Income Tax Withheld Return, and form W-2, state copy, and maintaining 

relevant documentation; 
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¶ Complying with all applicable state and federal laws and requirements for transferring 

employer and employee records and information to another F/EA Vendor when 

applicable; 

¶ The F/EA shall provide the Contractor with a copy of the Annual FUTA tax returns, with 

proof of receipt of payment from the IRS; 

¶ The F/EA shall provide the Contractor with an electronic VEC-FC-21/20 copy of the 

employers Quarterly Tax Report, including proof of funds received, by the Virginia 

Employment Commission; 

¶ The F/EA shall provide the Contractor with an electronic copy of form 941-Employerôs 

Quarterly Federal Tax Return, including proof of funds received by the Internal Revenue 

Service and any amended returns;  

¶ The F/EA shall provide the Contractor with an electronic copy of form VA-5 Employerôs 

Return of Virginia Income Tax Withheld, with proof of funds received by the Virginia 

Department of Taxation; 

¶ The F/EA shall provide to the Contractor, a report of all penalties and interest incurred on 

federal and state employer tax filings during the quarter that are not shown on the forms 

submitted. The report shall include an explanation of each charge and its disposition; and 

¶ The F/EA shall provide to the Contractor, a Quarterly report of uncashed or cancelled 

(voided) checks beyond a period of 180 calendar days from the issuance date including 

the amount refunded. 

4.7.6.11 Customer Service Call Center 

The Contractor shall ensure the Members have access to consumer-directed F/EA information 

available by telephone. The Contractor shall provide and maintain a Call Center for F/EA 

services through a dedicated toll free number.  The Contractor shall provide for language 

translation services and use Virginia Relay Service for Deaf and Hard of Hearing.  The Call 

Center shall provide twenty-four (24) hours a day, seven (7) days a week access to timesheet and 

payroll inquires.    

 

4.7.6.12 Satisfaction Survey  

The Contractor shall assess Member and attendant satisfaction with F/EA services including but 

not limited to enrollment, timesheet (clock-in/clock-out), electronic visit verification, payroll 

services, tax processing, call center responsiveness and customer service, and web-based services 

and information.   

 

The Contractor shall ensure a minimum sample of 10% of the total number of unduplicated, active 

Members who had paychecks issued to employees at any time during review period. Survey 

specifications shall be reviewed and approved by the Department prior to conducting the survey.  

Survey results shall be provided to DMAS initially on August 15, 2019,  and February 15, 2020,  

and annually on October 1st thereafter.   
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4.7.6.13 Employment and Earnings Verification 

The Contractorôs F/EA  shall have a system for completing employment verifications, Social 

Security earnings verifications, and other ancillary requests within the timeframes established by 

the requestor.  The Contractor must attend Virginia Employment Commission (VEC) hearings 

upon request from VEC. 

 

4.7.6.14 Training, Education and Outreach 

The Contractor shall ensure the following responsibilities are met and performed in accordance 

with DMAS requirements. The requirements may be performed by the Contractor, the 

Contractorôs F/EA, or Subcontractor as approved by DMAS. 

¶ Prepare written communication, participate in stakeholder meetings, training sessions and 

provide web-based outreach and training materials, as approved by the MCO, for users of 

the system; 

¶ Provide initial, refresher, and ongoing system training at least annually to Medicaid 

individuals, employees, and Services Facilitators (as applicable); and 

¶ Provide a detailed plan for initial and ongoing training, including a training manual and 

web-based training models. The Vendor F/EA must address how questions will be 

received and answered upon completion of implementation and ongoing support 

initiatives. 

4.7.6.15 Disaster Recovery 

The Contractor shall require the F/EA to develop a Disaster Recovery Plan that complies with 

federal guidelines 45 CFR § 164.308, identifying every resource that requires backup and to 

what extent the backup is required.  The Disaster Recovery Plan shall at a minimum, include 

daily backups in the event of a system failure and include offsite electronic and physical storage 

located in the United States.  The Disaster Recovery Plan shall identify the software and data 

backup requirements, demonstrating the ability to connect and interface with the system in the 

event of system failure.  The Disaster Recovery Plan shall be provided to DMAS during 

readiness review.   

 

4.7.6.16 Quality Assurance Plan 

Beginning on January 1, 2019, the Contractor shall have an internal Quality Assurance (QA) 

plan and system in place with documented policies and procedures and internal controls for all 

key deliverables and requirements as described in the scope of work for Consumer-Directed 

Services. The QA plan shall be submitted to DMAS during readiness review and the results shall 

be provided to DMAS quarterly.  The QA plan shall  at a minimum include the following: 

¶ 10% per quarter sampling of each key operations area; 

¶ Performance analysis as compared to each performance standard; 

¶ Outcome measurement tools; 

¶ F/EA Vendor annual performance review results; and 

¶ F/EA staffing requirements that mirror industry standards. 



 

84 
 

The Contractor shall, at any time a deficiency in the F/EAôs performance is identified, request a 

corrective action plan to address non-compliance. The Contractor shall notify DMAS of F/EA non-

compliance on a monthly basis, outlining the approach to resolving the issues. 

 

4.7.7  Hospice  

CCC Plus program enrolled Members who elect hospice will remain enrolled in the CCC Plus 

program.  A Member may be in a waiver and also receive hospice services.  The Contractor shall 

cover all services associated with the provision of hospice services for its enrolled Members.  

The Contractor shall ensure that children under 21 years of age are permitted to continue to 

receive curative medical services even if they also elect to receive hospice services.  Refer to the 

CCC Plus Coverage Chart in Attachment 5 coverage details regarding hospice services, 

including when provided in the Memberôs home, an inpatient facility, or a nursing facility. 

 

In order to receive hospice services, an individual must be enrolled in the hospice level of care 

(LOC).  The admission and facility information is submitted by the hospice to the MCO via a 

421a hospice admission form. The Contractor shall enter hospice admissions and discharges into 

the Virginia Medicaid Web Portal no later than two (2) business days of notification of 

admission/discharge.   

4.7.8  Special Rules Related to Financial Eligibility for Long Term Care 

In rare circumstances, individuals who are Medicaid eligible for most services may be 

determined by DSS to not be eligible for long-term care services.  For example, a Medicaid 

applicant (or spouse) who transfers ownership of his/her property within the ñlook back periodò 

without receiving adequate compensation may be ineligible for Medicaid to pay for long-term 

care during a penalty period.  There is no transfer penalty imposed on Medicaid eligibility for 

care other than long-term care. In this scenario, the long term care service is considered non-

covered.  The LTSS provider is allowed to bill the Member for these as non-covered services if 

the provider has informed the Member prior to LTSS admission that if the Member is found by 

DSS to not be financially eligible for Medicaid funded long term services, the Member will be 

held financially liable for the costs of long term services.  Reference the Medical Assistance For 

Aged, Blind or Disabled Individuals Handbook, pages 4-6, available at: 

http://www.dmas.virginia.gov/files/links/970/Medical%20Assistance%20Handbook_2014%20(

Aged,%20Blind%20or%20Disabled).pdf. The information is also detailed in the Virginia 

Department of Social Services Medicaid Eligibility Manual,  Chapter M1450.000, available on 

the DMAS website at: http://dmas.virginia.gov/#/assistance.   

4.7.9  LTC Portal Entry Process 

4.7.9.1  Entry into the Virginia Medicaid Web Portal 

The Contractor shall enter hospice, nursing facility (including specialized care and long-stay 

hospital) admissions, discharges and changes, admissions into excluded nursing facilities, and 

CCC Plus Waiver admissions directly into the Virginia Medicaid Web Portal (LTC Tab).  The 

Contractor shall not enter LOC benefit information until the applicable services (NF, CCC Plus 

Waiver, Hospice) have started.  The Contractor shall only enter changes into the DMAS Portal 

for the dates of service when the member is enrolled with the plan.  The Contractor shall not 

http://www.dmas.virginia.gov/files/links/970/Medical%20Assistance%20Handbook_2014%20(Aged,%20Blind%20or%20Disabled).pdf
http://www.dmas.virginia.gov/files/links/970/Medical%20Assistance%20Handbook_2014%20(Aged,%20Blind%20or%20Disabled).pdf
http://dmas.virginia.gov/#/assistance
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enter these changes into the Portal for dates of service when the member was receiving Medicaid 

Fee-For-Service or was enrolled with a different health plan. 

 

4.7.9.2  Hospice 

The Contractor shall enter hospice admissions and discharges into the Virginia Medicaid Web 

Portal no later than two (2) business days of notification of admission/discharge.  A screening is 

not required for hospice services.   

4.7.9.3 Nursing Facility (Including Long-Stay Hospital) 

The Contractor shall enter Nursing Facility admissions and discharges into the Virginia Medicaid 

Web Portal (LTC Tab).  The Contractor shall also enter changes to the NF level of care into the 

Virginia Medicaid Web Portal when a Member transitions between a skilled Medicare stay and a 

custodial Medicaid stay.  Such admission/discharge and change transactions shall be entered by 

the Contractor no later than two (2) business days of notification of admission/discharge.  Also 

refer to LTSS Screening Requirements in Section 4.7.1.   

4.7.9.4 CCC Plus Waiver  

The Contractor shall enter CCC Plus Waiver enrollments directly into the Virginia Medicaid 

Web Portal (LTC Tab).  Such admission and change transactions shall be entered by the 

Contractor no later than two (2) business days.  Also refer to Screening Requirements in Section 

4.7.1.   

 

The Contractor shall not enter CCC Plus Waiver discharges into the Virginia Medicaid Web 

Portal (LTC tab).  Refer to Section 4.7.9. 

 

The Contractor shall contact the DMAS Care Management Unit by email or phone for 

clarification in any instance where the Contractor is unsure of or requires guidance or 

clarification on the CCC Plus Waiver eligibility criteria prior to making any enrollment entries. 

4.7.9.5 DD Waiver Level of Care Entries 

The Contractor shall not enter DD Waiver level of care information; DD waiver services are 

managed by DBHDS. 

4.7.10 CCC Plus Waiver Benefit Plan Changes  

For all CCC Plus Technology Assisted benefit plan (Benefit Plan A) admissions or discharges, 

including when the CCC Plus Waiver Member transitions to the tech assisted benefit plan from 

the standard benefit (i.e., Benefit Plan 9 to A), the Contractor shall enter these changes directly 

into the Virginia Medicaid Web Portal. The DMAS Care Management Unit will continue to 

monitor the Contractorôs performance in the application of the Benefit Plan A criteria. 

 

As part of the Care Management oversight in this area, DMAS will retrospectively review the 

portal entries and may request a copy of member records for further review. The Contractor shall 

submit complete clinical records upon request for DMAS review.  DMAS will review the 

submitted clinical documentation to ensure that the Contractor is applying the Departmentôs 

technology assisted benefit plan criteria correctly.  DMAS will provide follow-up technical 

assistance to the Contractor as appropriate.  
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The Contractor shall contact the DMAS Care Management Unit by email or phone for 

clarification in any instance where the Contractor is unsure of or requires guidance or 

clarification on the CCC Plus Waiver Benefit Plan A criteria prior to making any enrollment 

entries. 

 

4.7.10.1 Refusal of LTSS Waiver Services or Annual LOC 

The Contractor shall submit notification to DMAS for individuals who have refused services or 

refused Annual LOC evaluation.  DMAS will review the notifications submitted and provide 

follow-up instruction to the Contractor regarding the Memberôs CCC Plus Waiver status after 

receiving the notification.  DMAS will outline the notification communication details and 

requirements through separately issued guidance. 

 

4.8 PHARMACY SERVICES  

4.8.1  General Coverage Provisions 

The Contractor shall be responsible for covering all medically necessary legend and non-legend 

Food and Drug Administration (FDA) approved drugs for Members as set forth in 12 VAC 30-

50-210 and 42 CFR § 438.3(s)(1), and in compliance with § 38.2-4312.1 of the Code of Virginia. 

Legend drugs for which Federal Financial Participation is not available, pursuant to the 

requirements of §1927 of the Social Security Act (OBRA 90 §4401), shall not be covered. 

 

The Contractor must allow access to all medically necessary non-formulary or non-preferred 

drugs, other than those excluded from coverage (see Pharmacy Exclusions below). The 

Contractor may subject non-formulary or non-preferred drugs to service authorization consistent 

with the requirements of the Contract.  

 

The Contractor may not impose co-payments on any medications covered under this Contract. 

4.8.1.1 Prescription Drug Common Core Formulary Adjustment 

The Contractor is required to maintain a formulary to meet the unique needs of the Members 

they serve; at a minimum, the Contractorôs formulary must include all preferred drugs on the 

DMAS Preferred Drug List (PDL) available at 

https://www.virginiamedicaidpharmacyservices.com.  

 

The Contractor shall include the DMAS Preferred Drug List (PDL) as a ñcommon coreò 

formulary for all Members enrolled in the CCC Plus program who have a pharmacy benefit 

covered by the Contractorôs Medicaid plan.  The DMAS PDL is not an all-inclusive list of drugs 

for Medicaid Members. 

 

The ñcommon coreò formulary will not apply to dual eligible Members who have a pharmacy 

benefit covered by a Medicare Part D plan.     

 

The Contractorôs formulary must be developed and reviewed at least annually by an appropriate 

Pharmacy and Therapeutics (P&T) Committee.  The Contractor must submit their formulary to 

https://www.virginiamedicaidpharmacyservices.com/
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DMAS annually after review by its P&T Committee and inform DMAS of changes to their 

formulary by their P&T Committee.  The Contractor must receive the Departmentôs approval for 

all formulary and pharmacy related policy changes including prior authorizations and quantity 

limits.  The Contractor shall submit changes for review and approval via email at least forty-five 

(45) calendar days prior to the effective date of the change.  The Department will respond within 

fifteen (15) calendar days.   

 

The Contractor must have an updated link to their formulary available on their website. 

4.8.1.1.1 Formulary Closed Classes (DMAS Defined) 

The Department will define a Supplemental Preferred Drug List (PDL) (also known as ñclosed 

classesò) with a select number of classes from the overall PDL. The Contractor shall not add or 

remove drugs including alternative dosage forms to drug classes on the DMAS Supplemental 

PDL. The Contractor shall not solicit additional rebates or discounts for drugs included on the 

DMAS Supplemental PDL. Supplemental PDL will apply only to non-dual Members. 

4.8.1.1.2 Formulary Non-Closed Classes 

The Contractor may add drugs to their formulary in drug classes not included on the DMAS 

Supplemental PDL. For drug classes not included on the DMAS Supplemental PDL, the 

Contractor retains the ability to negotiate rebates or discounts.  All drug rebates and discounts 

must be reported to DMAS as defined in Section 19.2, Reporting of Rebates. 

4.8.1.2 Program Preferred Drug Access Requirements 

The ñpreferred drugsò included on the DMAS PDL and the DMAS Supplemental PDL may still 

be subject to edits, including, but not limited to, service authorization requirements for clinical 

appropriateness as determined by the DMAS P&T Committee.  The Contractor shall assure that 

access to all ñpreferred drugsò from the DMAS PDL is no more restrictive than the DMAS PDL 

and the DMAS Supplemental PDL requirements applicable to the ñpreferred drugò and that no 

additional service authorization criteria or clinical edits are applied.  In addition, the Contractor 

must comply with the CMS requirement that health plans may not use a standard for determining 

medical necessity for a ñpreferred drugò that is more restrictive than is used in the state plan. 

4.8.1.3 Contractor Responsibility to Deploy Changes to DMAS PDL 

If DMAS makes any changes to the PDL, the Contractor shall have sixty (60) calendar days after 

notification of the changes to the PDL to comply with the DMAS changes. 

4.8.2  Shared Preferred Drug List (PDL) Workgroup 

The Contractor shall include the DMAS PDL as a ñcommon coreò Preferred Drug List for all 

Members enrolled in the CCC Plus program.  The Department will provide the Contractor with 

the opportunity to provide input into the PDL through the pharmacy implementation work group, 

including the P&T meetings, or meetings specifically established for the purpose of 

discussing/implementing the ñcommon coreò Preferred Drug List.    

4.8.3  Pharmacy Exclusions 

The Contractor must exclude coverage for the following: 

¶ Drugs used for anorexia or weight gain; 

¶ Drugs used to promote fertility; 
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¶ Agents used for cosmetic purposes or hair growth; 

¶ Agents used for the treatment of sexual or erectile dysfunction, unless such agents are 

used to treat a condition other than sexual or erectile dysfunction, for which the agents 

have been approved by the FDA; 

¶ All DESI (Drug Efficacy Study Implementation) drugs as defined by the FDA to be less 

than effective. Compound prescriptions, which include a DESI drug, are not covered; 

¶ Drugs which have been recalled;  

¶ Experimental drugs or non-FDA-approved drugs; and, 

¶ Any legend drugs marketed by a manufacturer who does not participate in the Medicaid 

Drug Rebate program. 

4.8.4  Medication Therapy Management (MTM) 

The Contractor shall implement a MTM program within the first ninety (90) days of operation.  

The MTM program shall include participation from community pharmacists, and include in-

person and/or telephonic interventions with trained pharmacists. The Contractorôs MTM 

program must meet or exceed the requirements described in 42 CFR § 423.153(d)(1) and is 

applicable to all eligible Members.  

 

Reimbursement for MTM services provided by participating pharmacists shall be separate and 

above dispensing and ingredient cost reimbursement.  

 

The Contractorôs MTM program shall be developed to identify and target Members who would 

most benefit from these interactions and report interventions quarterly.  A quarterly report will 

identify the number and type of interventions performed.  An annual MTM outcomes report will 

be submitted by June 30, 2019 identifying positive changes in drug therapies and potential cost 

savings. Refer to the CCC Plus Technical Manual. 

 

4.8.5  Utilization Management For Pharmacy Services 

4.8.5.1 Transition of Care 

The Contractor shall have in place policies and procedures to ensure the continuity of care for 

Members with established pharmacological treatment regimens. The Contractor shall also ensure 

that it is able to process pharmacy claims using either the Medicaid ID or the MCO ID number.   

Refer to Section 5.15, Continuity of Care for more information.   

4.8.5.2 Service Authorization 

The Contractor shall have in place authorization procedures to allow providers to access drugs 

outside of the formulary, if medically necessary. This includes medications that are not on the 

Contractorôs formulary, and especially in relation to the Attention-Deficit/Hyperactivity Disorder 

(ADHD) class of medications (e.g., safeguards against having individuals go back through the 

Contractorôs step therapy program when pre-authorizations end).  

 

The Contractor may require service authorization as a condition of coverage or payment for a 

covered outpatient drug. The Contractor shall follow service authorization procedures pursuant 

to the Code of Virginia § 38.2-3407.15:2 and comply with the requirements for prior 

authorization for covered outpatient drugs in accordance with Section 1927(d)(5) of the Social 
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Security Act.  The Contractor shall incorporate the requirements into its pharmacy provider 

contracts. The Contractor shall not require a pharmacy service authorization as secondary payer 

as long as the primary payer has made any payment for the cost of the medication. 

 

The Contractor must accept telephonic, facsimile, or electronic submissions of service 

authorization requests that are delivered from e-prescribing systems, electronic health records, 

and health information exchange platforms that utilize the National Council for Prescription 

Drug programsô SCRIPT standards for service authorization requests.  

 

Pharmacy services for children must be reviewed in accordance with EPSDT requirements to 

cover medically necessary drugs when medically necessary based upon a case-by-case review of 

the individual childôs needs, such as for off-label use.  

 

The Contractor must submit all pharmacy service authorization and step therapy policies, 

procedures and any associated criteria to DMAS for review and prior approval. 

 

The Contractor must submit any proposed pharmacy program changes, such as pill-splitting 

programs, quality limits, etc. to DMAS for review and approval prior to implementation. 

4.8.5.3 Denial of Services 

If the Contractor denies a request for service authorization, the Contractor must issue a Notice of 

Action within 24 hours of the denial to the prescriber and the Member.  The Notice of Action 

must include appeal rights and instructions for submitting an appeal in accordance with the 

requirements described in Section 15.0, Member and Provider Grievances and Appeals. 

4.8.5.4 Emergency Supply 

If needed, a 72-hour emergency supply of a prescribed covered pharmacy service shall be 

dispensed if the prescriber cannot readily provide authorization and the pharmacist, in his/her 

professional judgement consistent with the current standards of practice, believes that the 

Memberôs health would be compromised without the benefit of the drug. For unit-of-use drugs 

(i.e., inhalers, eye drops, insulin, etc.), the entire unit should be dispensed for the 72-hour supply. 

4.8.5.5 Notification Requirement 

The Contractor must have policies and procedures for general notifications to participating 

providers and Members of revisions to the formulary and service authorization requirements.  

Written notification for changes to the formulary and service authorization requirements and 

revisions must be provided to all affected participating providers and Members at least thirty (30) 

calendar days prior to the effective date of the change.   

4.8.6  Pharmacy and Therapeutics (P&T) Committee 

The Contractor shall have a P&T Committee that will ensure safe, appropriate, and cost effective 

use of pharmaceuticals for the Virginia Medicaid enrollees of this Contract.  The P&T 

Committee shall serve in an evaluative, educational and advisory capacity to the Contractorôs 

staff and participating providers in all matters including, but not limited to, the pharmacy 

requirements of this Contract and the appropriate use of medications. 
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The Contractorôs P&T Committee shall be comprised of physicians, pharmacists or nurse 

practitioners holding valid professional licenses.  The Committee must include at least one 

practitioner in each of the following specialties: pediatrics, gerontology/geriatrics, and 

psychiatry.   The Contractorôs P&T Committee shall meet at least biannually.     

 

The Contractor shall require all individuals participating in the P&T Committee to complete a 

financial disclosure form annually which is reviewable by the Department upon request. 

4.8.7  Drug Utilization Review (DUR) Programs 

In accordance with 42 CFR§ 438.3, the Contractor shall develop and maintain a DUR program 

that complies with the DUR program standards as described in Section 1927(g) of the Social 

Security Act and 42 CFR§ 456, subpart K including prospective DUR, retrospective DUR and 

the DUR Board.  The Contractorôs DUR program at a minimum shall include all the DUR 

activities conducted by the Department. 

 

The Contractorôs DUR Board will meet at least biannually.  The DUR Board must include a 

voting representative from the Department.  The Contractor must provide the Department with 

the minutes from each DUR Board meeting within thirty (30) calendar days of the date of the 

meeting.  

 

The Contractor is not required to have a separate DUR Board.  The Contractor may utilize its 

P&T Committee or comparable committee to fulfill the DUR requirements defined at 42 CFR § 

456, Subpart K and 1927 (g) of the Social Security Act.   If the Contractor does not maintain a 

separate DUR Board, the Contractor must define, for the Departmentôs review and approval, how 

it will fulfill the DUR requirements under the Contract. 

 

The Contractor must submit to the Department a copy of its CMS DUR Annual Report, a 

detailed description of its DUR program activities as described in 42 CFR § 456.712, at least 

forty-five (45) days prior to the due date established by CMS.  The Department will share with 

the Contractor all reporting requirements including the web link for the submission of the DUR 

Report to CMS.    

 

The Contractor shall require all individuals participating on the DUR Board to complete a 

financial disclosure form annually which is reviewable by the Department upon request. 

4.8.8  Drug Rebates 

Any outpatient drugs dispensed to Members covered by the Contractor (including where the 

Contractor paid as the primary and/or secondary payer under this Contract) shall be subject to the 

same rebate requirements as the State is subject to under Section 1927 and that the State shall 

collect such rebates from pharmaceutical manufacturers.   

 

Drug utilization data must include all drugs dispensed at point-of-sale (POS) and those 

administered in a providerôs office or other outpatient setting. Pursuant to Section 

2501(c)(1)(C)(III) of the Social Security Act, the Department will require encounters to include 

the actual NDC on the package or container from which the drug was administered and the 

appropriate drug-related HCPCS physician administered code.  Unless otherwise specified by the 

Department in supporting documentation, the quantity of each NDC submitted, including 
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strength and package size, and the unit of measurement qualifier (F2, ML, GR or UN) is also 

required.  Each HCPCS physician administered code must be submitted with a valid NDC on 

each claim line.  If the drug administered is comprised of more than one ingredient (i.e., 

compound or same drug different strength, etc.), each NDC must be represented on a claim line 

using the same HCPCS physician administered code.  For the purpose of this contract the term 

ñdispenseò is defined to include the terms ñprovideò and ñadminister.ò Drug utilization data for 

MCO reporting must be reported based upon the date dispensed (date of service) within the 

quarter, as opposed to the claim paid date. 

 

Managed care encounter claims are required to be submitted in a timely manner and in full 

compliance with the DMAS published Companion Guide (e.g. NCPDP Payer Specifications, 

NCPDP Post-Adjudication Standard).  Any impact to the collection of manufacturer rebates 

allowed under federal law that is the result of delayed encounter claim submission to DMAS or 

the omission of required claim level data elements will be assessed as a contract penalty at the 

full amount of lost manufacturer rebates. 

 

The Contractor must develop a process and procedure to identify drugs administered under 

Section 340B of the Public Health Service Act as codified at 42 USC § 256b, as drugs dispensed 

pursuant to this authority are not eligible for the Medicaid Drug Rebate program.  Failure to 

identify aforementioned 340B drugs on submissions to the Department or its rebate vendor shall 

be treated as a compliance violation. The Contractor shall identify encounter claims administered 

under Section 340B in a manner, mutually agreed upon between DMAS and the Contractor, that 

supports an automated solution to identify and remove those encounter claims from Medicaid 

Drug Rebate processing.  (See CCC Plus Technical Manual for reporting requirements.). If a 

Contractor engages a Pharmacy Benefit Manager (PBM) to provide outpatient drug services to 

Medicaid Members, the Contractor shall ensure that the PBM complies with the identification of 

340B drugs on encounter claim data in a manner consistent with the NCPDP standards.  This 

shall include the use of a unique BIN/PCN combination to distinguish Medicaid managed care 

claims from commercial or other lines of business. Drugs acquired through the federal 340B 

Drug Pricing Program and dispensed by 340B contract pharmacies are not covered as part of the 

DMAS pharmacy benefit. 

 

The Contractor (and/or its Pharmacy Benefits Manager) must make available two pharmacy 

representatives (one primary and one secondary) to work directly with the Department and its 

drug rebate vendor to assist in all rebate disputes and appeals.  This representative must have 

pharmacy knowledge and/or experience in working with pharmacists and/or prescription drugs.  

 

Refer to the Section 19.11, Capitation Rates for more information. 

4.8.9  Long Acting Reversible Contraception (LARC) Utilization and Reimbursement 

Appropriate family planning and/or health services shall be provided based on the Member's 

desire for future pregnancy and shall assist the Member in achieving her plan with optimization 

of health status in the interim.  Use of long acting reversible contraceptives should be encouraged 

and barriers such as service authorization shall not be required for approval. 

 

Consistent with 42 CFR § 441.20, the Contractor shall provide coverage for its enrolled 

Members for all methods of family planning including but not limited to barrier methods, oral 
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contraceptives, vaginal rings, contraceptive patches and long acting reversible contraceptives 

(LARCs).  As required by section 1902(a)(23)(B) of the Act, the Contractor cannot require the 

Member to obtain a referral prior to choosing a provider for family planning services. The 

Member must be allowed to select any qualified family planning provider from in- network or 

out-of-network without referral. In addition to a Memberôs free choice of family planning 

provider, Members are free to choose the method of family planning as provided in 42 CFR § 

441.20. 

4.8.9.1 Immediate Post-Partum Coverage 

The Contractor must provide reimbursement for all long acting reversible contraceptive (LARC) 

devices provided in a hospital setting at rates no less than the Medicaid fee schedule in place at 

the time of service. The coverage of this service will be considered an add-on benefit and will 

not be included in the Diagnostic Related Group (DRG) reimbursement system for the inpatient 

hospital stay for the delivery. The Contractor shall also reimburse practitioners for the insertion 

of LARC device immediately post-delivery insertion of a LARC device separate from the 

hospital DRG at a rate no less than the Medicaid fee schedule.  

4.8.9.2 Outpatient Coverage 

The Contractor must provide coverage for all LARC devices. The Contractor shall not impose 

service authorization requirements or quantity limits on LARCs.  The Contractor shall reimburse 

practitioners for evaluation/management (E/M) visits, where the practitioner and Member 

discuss contraceptive options, in addition to same day LARC insertion or removal procedures. 

The Contractor must reimburse practitioners for LARC devices and procedures at a rate no less 

than the Medicaid fee schedule.   

4.8.10  Prescription Monitoring Program (PMP)  

The Department of Health Professions established, maintains, and administers an electronic 

system to monitor the dispensing of Schedule II, III, and IV controlled substance prescription 

drugs pursuant to § 54.1-2520 and § 54.1-3400 et. seq of the Code of Virginia, known as the 

Prescription Monitoring Program (PMP). 

 

Under § 54.1-2523 of the Code of Virginia, the Contractor may obtain information from the PMP 

about specific Members in order to determine eligibility and to manage the care of the specific 

Member participating in the PUMS or a similar program (Refer to Section 6.3, Patient 

Utilization Management & Safety (PUMS) Program for more information.)  Information may 

only be obtained by a current employee of the Contractor who is also a physician or pharmacist 

licensed in the Commonwealth.  

 

Notice shall be given to Members that information may be requested from the Prescription 

Monitoring Program by a licensed physician or pharmacist employed by the Contractor. The 

Contractor must notify its Members of the possibility that the Memberôs information may be 

accessed using the PMP, such as via the Member Handbook, postcard mailings, PUMS letters, 

etc.  Note that all data related to the PMP are exempt from FOIA requests and considered 

confidential information.  
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4.8.10.1  Process for Contractor Access to the PMP 

The Contractor shall provide to DMAS, in the format specified by the Department of Health 

Professions, an actively maintained list of up to eight (8) Commonwealth-licensed 

pharmacists/physicians/nurses employed by the Contractor who will be utilizing the PMP.  PMP 

access login credentials will be provided by the Department of Health Professions and shall not 

be delegated to or used by other staff. The Contractor, and its employees accessing the PMP, 

shall only use the PMP in accordance with all applicable State laws, including but not limited to 

§ 54.1-2520, § 54.1-2523, and § 54.1-3400 et. seq of the Code of Virginia, and will be required 

to attest to such usage as a conditional term of access.  The Contractor shall notify the 

Department of Health Professions immediately (within 24 hours) when an employee is 

terminated or of any other situation (such as a transfer of position or change in job 

responsibilities) arising that would render PMP access by the individual employee as no longer 

required or appropriate. The Contractor acknowledges that the Department of Health Professions 

will be able to monitor Contractor use for compliance, outlier activity, and has the authority to 

sanction any misuse of the PMP without DMAS involvement.  

4.8.11  Reporting Requirements for HB 1500 Item 306 #3c for Contractorôs Pharmacy 

Benefit Manager 

The Contractor shall report as follows for all pharmacy claims: 

 

1) The actual amount paid to the pharmacy provider per claim, including but not limited to 

cost of drug reimbursement; dispensing fees; copayments; and the amount charged to the 

plan sponsor for each claim by its pharmacy benefit manager. Reporting requirements are 

defined in the State Companion Guides.  

 

2) In the event the Department identifies a difference per claim between the amount paid to 

the pharmacy provider and the amount charged to the plan sponsor by its pharmacy 

benefit manager the Contractor shall report an itemization of all administrative fees, 

rebates, or processing charges associated with the claim. The Contractor shall submit 

such reports by the 15th of each month or the next business day.   

 

3) For dual eligible enrollees, the Contractor shall report on pharmacy claims paid through 

Medicaid.   

4.9 TELEMEDICINE AND TELEHEALTH SERVICES 

Telemedicine is a service delivery model that uses real time two-way telecommunications to 

deliver covered physical and behavioral health services for the purposes of diagnosis and 

treatment of a covered member. Telemedicine must include, at a minimum, the use of  interactive 

audio and video telecommunications equipment to link the member at an approved originating 

site to an enrolled provider approved to provide telemedicine services at the distant (remote) site.  

 

Telehealth is the use of telecommunications and information technology to support remote or 

long-distance physical and behavioral health care services.  Telehealth is different from 

telemedicine because it refers to the broader scope of remote health care services used to inform 

health assessment, diagnosis, intervention, consultation, supervision and information across 

distance. Telehealth incorporates technologies such as telephones, facsimile machines, electronic 
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mail systems, remote patient monitoring devices and store-and-forward applications, which are 

used to collect and transmit patient data for monitoring and interpretation. 

 

The Contractor shall provide coverage for telemedicine and telehealth services as medically 

necessary, and within at least equal amount, duration, and scope as is available through the 

Medicaid fee-for-service program as an innovative, cost effective means to decrease hospital 

admissions, reduce emergency department visits, address disparities in care, increase access to 

and/or enhance existing services, and increase timely interventions.  

 

The Contractor also shall encourage the use of telemedicine and telehealth to promote 

community living and improve access to health services. 

 
The Contractor may use the following types of providers for Medicaid-covered telemedicine and 

telehealth services: physicians, nurse practitioners, certified nurse midwives, clinical nurse 

specialists-psychiatric, licensed clinical psychologists, licensed clinical social workers, licensed 

professional counselors, licensed marriage and family counselors, licensed substance abuse 

practitioners, and credentialed addiction treatment providers.  The Contractor may propose 

additional provider types for the Department to approve for use. 
 
The decision to participate in a telemedicine or telehealth encounter will be at the discretion of 

the Member and/or their authorized representative(s), for which informed consent must be 

provided, and all telemedicine and telehealth activities shall be compliant with Health Insurance 

Portability and Accountability Act of 1996 (HIPAA) and the Departmentôs program 

requirements. Covered services include:   

1. Store and Forward Applications: The Contractor shall reimburse for teleretinal screening 

for diabetic retinopathy.  The Contractor is required to provide coverage for teleretinal 

screening for diabetic retinopathy that is at least equal in amount, duration, and scope as 

is available through the Medicaid fee-for-service program.  The Contractor cannot be 

more restrictive and cannot require additional fields or photos not required by the 

Medicaid fee-for-service program.  The Contractor may also reimburse for additional 

Store and Forward Applications, including but not limited to, tele-dermatology and tele-

radiology. 

2. The ability to cover specialty consultative services (e.g., telepsychiatry) as requested by 

the Memberôs primary care physician. 

 

All telemedicine and telehealth services shall be provided in a manner that meets the needs of 

vulnerable and emerging vulnerable populations and consistent with integrated care delivery. 

Telemedicine and telehealth services can be provided in the home or another location if 

agreeable with the Member. 

4.10 TRANSPORTATION SERVICES  

The Contractor shall cover emergency, urgent, and non-emergency transportation services to 

ensure that Members have necessary access to and from providers of covered medical, 

behavioral health, dental, and LTSS services, per 42 CFR § 440.170(a) and 12 VAC 30-50-530 

in a manner that seeks to ensure the Memberôs health, safety, and welfare. The Contractor shall 

not be responsible for transportation to DD Waiver services for Members enrolled in the 

Community Living (CL), Building Independence (BI), and Family and Individual Supports (FIS) 
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Intellectual and Developmental Disabilities (DD) Waivers. Transportation to CL, BI, FIS (DD) 

Waiver services for these Members will be paid through Medicaid Fee-For-Service as ñcarved 

outò services.   

 

Transportation for medical, behavioral health (including ARTS and CMHRS), CCC Plus Waiver 

services (formerly known as EDCD & Tech), dental, LTSS, and all services covered under the 

CCC Plus contract other than to/from DD Waiver services or DD Waiver services when covered 

through EPSDT shall be the responsibility of the Contractor.  The Contractor shall provide the 

transportation benefit to all carved out services, except for DD Waiver services which are the 

responsibility of the Departmentôs Fee-For-Service transportation broker.   

 

The Contractor shall cover transportation services within at least equal amount, duration, and 

scope available under the Departmentôs Fee-For-Service program, as described in 12 VAC 30-

50-530, and including but not limited to the following modes of transportation: emergency and 

non-emergency air ambulance, emergency and non-emergency ground ambulance, public transit, 

stretcher vans, wheelchair vans, mini-vans, sedans, taxis, transportation network companies 

(TNCs) and volunteer drivers.  With prior approval from the Contractor, family and friends shall 

also be able to transport Members and receive gas and/or mileage reimbursement.   

 

At times, covered Medicaid services may include transportation services to and from out-of-state 

medical facilities for treatment that is not available in Virginia and is approved in advance by the 

Contractor.  The Contractor shall honor authorizations (as outlined in this Contract) in place for 

out-of-state treatment, including transportation services.  The Contractor shall maintain an 

adequate transportation network to cover all approved transportation requests.  The Contractor is 

encouraged to enter into contracts with taxis and commercial carriers as well as public agencies, 

non-profit and for-profit private agencies, and public carriers.   

 

At initial Contract implementation, at revision, or upon request by the Department, the 

Contractor shall provide its policies and procedures for review and approval, including 

requirements for how far in advance individuals need to call to schedule and receive routine, 

non-emergency, urgent, and/or emergency transportation services. 

 

The Contractor shall participate in a transportation workgroup that will include representatives 

from DMAS, the MCOs, and stakeholders to review transportation issues, including level of 

assistance guidelines, capacity by level of assistance, data transfer, and other facets of 

transportation services.  Recommendations from this workgroup will result in a collaborative and 

strategic approach that addresses member access to transportation services. 

 

4.10.1  Establish and Maintain Automated Transportation Information Management 

System  

The Contractor shall ensure that the broker or internal transportation services provides and 

maintains a fully automated integrated Transportation Information Management System (TIMS) 

sufficient to meet the needs of the NEMT program in the Commonwealth. TIMS shall be 

provided to transportation providers, members, and end users at no cost for access, applications, 

software, technology, interface and contractorôs proposed devices. The broker or internal 

transportation services shall ensure the TIMS interface of proprietary or broker software with a 
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transportation providerôs software shall be at no charge to providers. TIMS system at a minimum 

shall consist of the following:  

A. Optimized Automated Scheduling 

B. Member Management 

C. Import, Export, Collect Data and Files  

D. Transportation Network Management and Support 

E. Member Data Elements 
 

4.10.2  Transportation NPI  

All transportation providers shall have an individual National Provider Identifier (NPI).  The 

recommended process for transportation providers to obtain this number is as follows:  See 

paragraph D of the NPI application (https://www.cms.gov/Medicare/CMS-Forms/CMS-

Forms/downloads/CMS10114.pdf); follow the link in paragraph D to the ñHealth Care Provider 

Taxonomyò (http://www.wpc-edi.com/reference/codelists/healthcare/health-care-provider-

taxonomy-code-set/); find the category that fits the service provided in order for NPPES to issue 

the NPI.  Examples of transportation NPIs are: Non-emergency Medical Transport 

(VAN) - 343900000X; Private Vehicle - 347C00000X; Secured Medical Transport 

(VAN) - 343800000X; Taxi - 344600000X; Transportation Broker - 347E00000X.  

 

4.10.3  Transportation  Expenses  

In accordance with 42 CFR § 440.170, transportation expenses are furnished only to a Contractor 

enrolled provider and include: 

1. The cost of transportation for the Member by ambulance, taxicab, common carrier, or 

other appropriate means;  

2. The cost of meals and lodging in route to and from medical care, and while receiving 

medical care; 

3. The cost of an attendant to accompany the Member, if medically necessary; and,  

4. The cost of the attendantôs transportation, meals, lodging, and salary if the attendant is 

not in the Memberôs family.   

 

4.10.4  Administrative Costs 

Administrative costs are the Contractorôs costs of the transportation operations, not including 

expenses or payment to transportation providers or subcontractors for direct services. If  the 

Contractor operates a pool of volunteer drivers, the administrative costs associated with the 

Contractorôs volunteer management (e.g., volunteer recruitment, screening, training, etc.) are 

administrative costs, while the costs associated with a volunteerôs mileage or reimbursement of 

other expenses are considered direct service costs. If  the Contractor has expenses such as 

mailing, delivery of bus passes, tickets, and/or gas cards, such costs are administrative costs. The 

actual purchase of bus pass, tickets or tokens, gas cards are direct service costs. 

 

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/CMS10114.pdf
https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/CMS10114.pdf
http://www.wpc-edi.com/reference/codelists/healthcare/health-care-provider-taxonomy-code-set/
http://www.wpc-edi.com/reference/codelists/healthcare/health-care-provider-taxonomy-code-set/
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4.10.5  Transportation  Provider Network 

The Contractor shall recruit, credential, maintain, and negotiate reimbursement to ensure an 

adequate network of qualified NEMT providers. Qualified NEMT providers shall furnish high-

quality transportation services that are safe, reliable, and on-time. NEMT provider capacity shall 

include all of the following: 

a. Sedans; 

b. Vans;  

c. Mini-buses;  

d. Wheelchair vans;  

e. Stretcher vans; 

f. Ambulances (non-emergency ambulance services, Basic Life Support (BLS), Advanced Life 

Support (ALS), Paramedic ALS Intercept (PI), and Specialty Care Transport (SCT), as defined in 

42 CFR § 414.605); 

g. Alternate transportation (e.g., fixed-route public transportation, volunteer drivers, vouchers, 

and gas reimbursement); and  

h. Taxi cabs.  

 

The use of metered taxis and Transportation Network Companies (TNC) shall be limited to 

safety net or last resort, unless specifically authorized by DMAS. 

 

The Contractor shall make use of innovative ideas for alternative transportation methods such as  

fixed route public transportation, trained volunteer drivers, as defined in Section 4.10.16, and 

providing gas reimbursement or vouchers. 

 

The Contractor, broker, or internal transportation services shall ensure transportation to covered 

services is available 24 hours per day, 7 days a week, 365 days per year, including evenings, 

weekends, and holidays. Furthermore, the Contractor shall ensure that members can access 

transportation services without communication barriers.   

 

The Contractor may authorize out-of-state NEMT services to enrolled DMAS providers located 

in cities and counties on or near the Virginia state border (District of Columbia, Kentucky, 

Maryland, North Carolina, Tennessee, and West Virginia). 

 

The Contractor, broker, or internal transportation services shall: 

a. Ensure that it has a sufficient number of vehicles and drivers available to meet the timeliness 

requirements for access to care standards as described in Section 9.3 of this Contract.   

b. Partner with NEMT providers to support their success. 

c. Document its provider relations strategy, which shall include procedures and personnel 

dedicated to the efforts described in this section. 

d. Effective January 1, 2019, conduct monthly written performance reviews with providers 

taking into consideration quality of service, on time performance, company safety 

(accidents/incidents) as well as other NEMT contract requirements.  

e. Effective January 1, 2019, have a corrective action plan for under-performing providers, and 

a means to track and report to the Contractor and DMAS on actions and results. 

f. Enroll bordering out-of-state ambulance companies as needed for facility to facility transfers 

that occur within the bordering state boundaries. Virginia ambulance companies are not 

permitted to transport members unless pick up or drop off addresses are located in 
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Virginia. Virginia ambulance providers are not allowed to transfer members within the 

boundaries of other states. 

g. Ensure that any NEMT providers accepting out-of-state trips have authority including, but 

not limited to US DOT Regulations, and applicable federal, state and local licensing 

requirements. 

h. Assure that all contracts entered into comply with all terms and conditions of the 

Contractorôs broker or internal transportation services contract.  Requirement compliance 

remains the responsibility of the Contractor, broker, or internal transportation services. 

i. Process all complete provider enrollment packets within 30 calendar days of receipt. Have an 

applicant tracking system for the enrollment process with real-time access for DMAS upon 

request. 

j. Assure that all documentation required for enrollment is current, within 90 days of 

application. 

k. Assure that any provider approved or denied to provide NEMT services is notified within 15 

days of approval/denial. Approved providers shall have a contract negotiated and executed 

within 30 days of approval notification. 

l. Assure that no contracted providers are permitted to deliver NEMT transportation services 

before driver and vehicle requirements are completed, contracts are executed, and provider is 

approved by the Contractor or Contractorôs Broker. 

m. Develop a re-evaluation and notification process for renewal of contracts and rate 

negotiation. 

n. Have a system in place to track and exclude suspended or terminated providers or drivers 

from participating in any Virginia Medicaid NEMT covered services upon notification by 

DMAS. 

o. Report to DMAS upon request subsequent suspensions or terminations of providers and 

drivers for various safety or erroneous acts. 

p. Contractor or Contractorôs ñBrokerò must have a ñBrokerò license from DMV and be 

registered with the State Corporation Commission of Virginia (SCC). 

 

The Contractor, broker or internal transportation services shall ensure that for all NEMT 

providers: 

a. All vehicles are titled and licensed by the Virginia Department of Motor Vehicles to operate 

in Virginia and have the proper operating authority or meet DMVs exception criteria for state 

and local license ñExempt Operationsò section titled Exempt Passenger Carrier Operations: 

https://www.dmv.virginia.gov/commercial/#mcs/programs/intrastate/exempt_op.asp.  

b. Vehicles garaged in adjacent localities in adjoining states meet State inspection and safety 

requirements. 

c. Those transportation providers with ñtaxiò license plates are in compliance with state and 
local ordinances for taxis and are currently licensed by the local taxi authority, if one exists, 

in the jurisdictions in which they operate.  

d. Transportation Network Companies meet driver and vehicle requirements outlined in this 

addendum and as required by DMV. 

e. The correct and current USDOT Number as an Interstate Carrier from the Federal Motor 

Carrier Safety Administration (FMCSA) if the provider is assigned trips that cross the 

Virginia border.  

f. Provide copies of required permits and licenses from the counties and cities in which they 

operate to the Contractor. 

https://www.dmv.virginia.gov/commercial/#mcs/programs/intrastate/exempt_op.asp
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g. Have contracted providers, drivers, and vehicles that can access military installations to 

transport members. 

 

The Contractor, broker, or internal transportation services shall have contingency plans for 

unexpected peak transportation demands and plans for back-up drivers, (e.g. TNCs), for 

instances when a vehicle is late or is otherwise unavailable for service. Upon request the 

Contractor, broker, or internal transportation services shall describe its capacity (including 

providers of bariatric transport and equipment available) to transport bariatric patients 

throughout the Commonwealth of Virginia. The provider must meet the requirements and 

guidelines established for bariatric transport by the Virginia Department of Health, Office of 

Emergency Medical Services. 

 

The Contractor should be aware of Coordinated Human Services Transportation programs in 

Virginia.  Since the beginning of the federal United We Ride initiative, the Virginia Department 

of Rail and Public Transportation (DRPT) has provided resources to regional and local human 

services agencies to develop plans for close coordination of their transportation programs with 

public transit systems, both urban and rural. Most of the coordination plans cover a multi-county 

Planning District. The service areas of Virginiaôs Community Services Boards (CSBs) and Area 

Agencies on Aging (AAAs) usually follow the Planning District boundaries as well. A number 

of these coordination plans are now in operation and others will follow. The Department 

encourages the Contractor to contact DRPT (info@drpt.virginia.gov) to determine the roles these 

agencies may play in the development of the NEMT provider network.   

 

4.10.6  Adequacy of Network for the NEMT Program 

The Contractor shall ensure that its NEMT brokers or internal transportation services have a 

sufficient number of vehicles available to meet the on time performance requirements. If the 

Contractor or DMAS identifies insufficient transportation resources in an area, the Contractor shall 

notify the broker or internal transportation services, and the broker or internal transportation 

services shall have ten (10) business days after the date of such notice to recruit sufficient NEMT 

providers to meet the needs of the members in the identified area. If the broker or internal 

transportation services identifies an area with insufficient transportation resources, the broker or 

internal transportation services shall immediately notify the Contractor, and shall have ten (10) 

business days to recruit sufficient NEMT providers to meet the needs of the members in the 

identified areas.  

4.10.7  Ambulance Transports To and From Bordering States 

The Contractor, broker, or internal transportation services must ensure the following non-

emergency ambulance transport guidelines are followed: 

a. Ambulance transports originating in Virginia going to out of state Medicaid services 

can be conducted by a Virginia OEMS licensed ambulance company if the transport 

originates and returns to a Virginia address (i.e. Bristol, VA to Greensboro, NC and 

Greensboro, NC back to Bristol, VA.) 

b. Ambulance transports originating at an out of state address going to another out of 

state address must be completed by an ambulance company licensed in that state. 

Unless the Ambulance company is licensed to do so, Virginia ambulance companies 

mailto:info@drpt.virginia.gov
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cannot transport out of state to out of state addresses (i.e. Virginia Medicaid Member 

in a Greensboro, NC hospital needs to be transported to Duke Hospital then back to 

Greensboro, NC.) 

c. Unless the Ambulance company is licensed to do so, an out of state licensed 

ambulance company cannot enter the State of Virginia to transport Medicaid 

members Virginia to Virginia (i.e. Greensboro based ambulance company going to 

Bristol, VA to transport member to Abingdon, VA and back to Bristol, VA.) 

d. Virginia ambulance companies can cross the border to bring a Member back to 

Virginia (i.e. VA Medicaid Member in Duke Hospital being discharged back to a 

Virginia address.) 

4.10.8  Alternate Transportation  

Alternate transportation includes fixed-route public transportation, volunteer drivers, vouchers 

and gas and/or mileage reimbursement. 

 

4.10.9  Option to Leverage Transportation Network Companies (TNCs) 

As DMAS continues to explore new opportunities for introducing innovation and service 

improvements to the NEMT program, offering alternatives to the existing networks utilizing 

TNCs, such as Uber, Lyft, UZURV, etc. may be a promising solution as an on-demand resource 

to fill gaps and potentially lower overall costs.  At this time, a TNC may be utilized to transport 

ambulatory Members who require no more than curb to curb service.  TNCs may not be used 

for the following Members: 

1.    All Members enrolled in a Home and Community Based Waivers; 

2.    No minor children 17 years of age and younger riding by themselves; 

3.    Members requiring hand to hand or door to door assistance; 

4.    Members requesting that he/she not ride with a TNC;  

5.    Members that need assistance from the TNC driver (i.e. wheelchair, walker, etc.); 

6.    Members needing assistance with multiple car seats; 

7.    Members whose trip information is to be texted to anyone else besides the Member                     

(i.e. facility case managers); and/or 

8.    Members whose escort (person riding with Member) needs assistance from the TNC 

driver.  

 

The Contractor shall notify the Department in writing which TNC(s) the Contractor will be 

using, if any, for its Members.  The Contractor shall also assure the Department that the TNC(s) 

has been notified of and understands the limitations set forth above.  

 

The Department reserves the right to adjust/add/remove limitations as well as rescind the use of 

TNCs, if necessary, at any time during this or future contracts.    

4.10.10  On-Time Arrival  

On-time means from fifteen (15) minutes before the scheduled pick-up time until fifteen (15) 

minutes after the scheduled pick-up time of an A-leg. If the vehicle arrives within this thirty-

minute span of time, the vehicle is on-time for the pick-up.  
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No more than one percent (1%) of all trips shall be late or missed per day. The Contractor shall 

ensure that the broker reports the percent of all trips late or missed per day on a weekly and 

monthly basis. 

 

Subsequent trip legs must be at the scheduled return time or within 45 minutes of a ñwill callò to 

the ride assist for a return trip. 

4.10.11  Travel Time on Board  

For multi-passenger trips, every effort shall be made by the Contractor, broker, or internal 

transportation services and the NEMT providers to ensure Members do not remain in the vehicle 

for more than 45 minutes plus direct travel time for transport of the Member. No Member shall 

have a travel time on board of more than one hour fifteen minutes unless the trip is a long 

distance trip (see definition of ñlong distance tripò in Section 23.1.)  

 

4.10.12  Choice of Provider 

Members do not have freedom to choose transportation by a particular NEMT provider. 

However, the Contractor shall strive to maintain existing relationships between NEMT providers 

and members and shall try to accommodate a memberôs request for a specific provider in the 

Contractorôs network, especially for the transportation of members with disabilities, including 

Alzheimerôs disease and other forms of dementia. 

 

4.10.13  Back-Up Services 

The Contractor, broker, or internal transportation services shall ensure that NEMT providers 

inform the Contractor, broker, or internal transportation services immediately of a breakdown, 

accident, incident, or any other problems that might cause a trip delay beyond the scheduled and 

contracted window of time for pick up and/or arrival. Immediately after the Contractor, broker, 

or internal transportation services is notified of a delay, the Contractor, broker, or internal 

transportation services must notify the member or their representatives and the facilities or 

families at the destination points, and document the notification. Other transportation should be 

arranged to ensure the transport is recovered. Ultimately, it is the responsibility of the 

Contractor, broker, or internal transportation services to make sure trips are provided and to have 

a continuity of operations plan in place for recovery of trips to ensure member safety and timely 

recovery of trips. 

 

After any delay in scheduled member pick-up, the Contractor, broker, or internal transportation 

services must secure alternate transport and notify appropriate parties of any changes. In the 

event alternate transport cannot be secured, a follow-up call must be made to all appropriate 

parties to notify and re-schedule. The follow-up call shall be documented. 

4.10.14  Urgent Trip Recovery 

Occasionally, the Contractor may not be able to identify a provider in its network for a 

Memberôs trip (e.g., a late night hospital discharge). In these instances, the trips still must be 

provided.  
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4.10.15  Gas Reimbursement 

Gas reimbursement can be used for transportation to covered services that can be provided safely 

by a spouse, by the parent or guardian of a minor child, or by the Member.  Family members and 

friends are also able to receive gas reimbursement for transporting members to their Medicaid 

covered services.  The family member or friend must call the broker before transport to receive 

authorization and instructions to receive the gas reimbursement. The driver must have a valid 

operatorôs license and there must be an available registered vehicle at the home.  The vehicle 

must be in operable condition and available for use at the time of the appointment. 

4.10.16  Volunteer Driver  

A volunteer driver is an individual who transports Members in a personal vehicle that meets the 

driver, insurance, vehicle inspection and other safety requirements of a contracted driver, and 

who accepts occasional trips (e.g., long-distance trips or recovery trips) from the Contractor in 

exchange for gas and/or mileage reimbursement.   

4.10.17  Transportation Needs of Member 

The Contractor is expected to provide services by assigning and scheduling trips on a per-trip or 

recurring basis with the most appropriate cost-effective non-emergency medical transportation 

(NEMT) provider, consistent with the transportation needs of the Member.  Consideration must 

be made regarding: 

1. Level of Assistance ï Member assistance requested or when necessitated by the 

Memberôs mobility status or personal condition. This includes door-to-door and hand-to-

hand assistance. Curb to Curb is the default level of assistance. At the time of scheduling, 

the Contractor or their transportation broker shall ask the member or the memberôs 

representative if special assistance is needed.   

2. Members with Disabilities ï Members with a physical, sensory, intellectual, 

developmental, or cognitive disability.  Members with disabilities, especially those 

residing in nursing facilities, dialysis or attending Day Support programs or Adult Day 

Health Care programs, may require door-to-door or hand-to-hand transportation 

assistance. 

4.10.17.1 Determining Level of Assistance Needs 

Transportation services shall be scheduled and provided for Members based upon the memberôs 

level of assistance need, i.e., whether the Member requires hand-to-hand, door-to-door, or curb-

to-curb service.  The Contractor shall ensure that Members receive the appropriate level of 

assistance.   

 

Level of assistance needs shall include the following and shall be based upon consideration of 

the Memberôs needs and condition:   

1. Hand-to-Hand Transportation ï Transporting the Member from a person at the pick-up 

point into the hands of a facility staff member, family member or other responsible party 

at the destination.  Some Members with dementia or developmental disabilities, for 

example, may need to be transported hand-to-hand.   

2. Door-to-Door Service ï Transportation provided to passengers who need assistance to 

safely move between the door of the vehicle and the door of the passengerôs pick-up 

point or destination.  The driver exits the vehicle and assists the passenger from the door 
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of the pick-up point (e.g., residence), escorts the passenger to the door of the vehicle and 

assists the passenger in entering the vehicle. The driver shall assist the Member 

throughout the trip and to the door of the destination.  It does not include the lifting of 

any Member.  Drivers, except for ambulance or stretcher van personnel, should not enter 

a residence.   

3. Curb-to-Curb Service ï The default level of assistance.  Transportation provided to 

passengers who need little if any assistance between the vehicle and the door of the pick-

up point or destination. The assistance provided by the driver includes opening and 

closing the vehicle doors, helping the passenger enter or exit the vehicle, folding and 

storing the Memberôs wheelchair or other mobility device as necessary, or securing the 

wheelchair or other wheeled mobility device in the vehicle.  It does not include the lifting 

of any Member. Drivers are to remain at or near their vehicles and are not to enter any 

buildings.  

4.10.18  Availability of Services 

The Contractor shall ensure that covered transportation services are available twenty-four (24) 

hours a day, three hundred and sixty-five (365) days a year.   

 

4.10.19  NEMT Driver Outreach, Training , and Education 

The Contractor, broker, or internal transportation services shall ensure that all NEMT drivers 

(contracted, non-contracted, in-network, out-of-network, volunteers) including any taxi company 

or independent (i.e., broker driver, Uber, Lyft, UZURV) drivers providing NEMT services 

receive or have received initial orientation training and ongoing refresher training. The 

Contractor, broker, or internal transportation services shall ensure drivers who perform transports 

for CCC Plus Waiver enrolled Members, Members with dementia or cognitive impairments, 

Members who require hand-to-hand or door-to-door level of assistance complete appropriate 

training prior to performing any trips for those levels of assistance.   

 

The Contractor, broker, or internal transportation services shall: 

 

a. Develop a NEMT driverôs manual that documents the Contractor, broker, or internal 

transportation servicesô operating procedures. The manual shall be provided to all 

transportation providers with whom the Contractor, broker, or internal transportation services 

has entered into provider agreements with, as well as their drivers. The manual shall be 

reviewed in a mandatory orientation program to be provided by the Contractor, broker, or 

internal transportation services to all contracted transportation drivers.  

b. Provide initial training before driver is placed in service to perform NEMT transports. 

Provide refresher training as needed when the driver causes an accident or incident which 

results in unsafe transport conditions (such as not securing a wheelchair correctly or 

transporting members without seat belts fastened.) The Contractor, broker, or internal 

transportation services shall schedule and arrange all training sessions, and all costs of the 

training sessions shall be borne by the broker or internal transportation services. Certification 

of completed refresher training is required every 3 years. 

c. Assure that all drivers complete orientation training prior to transporting members under this 

contract. Upon satisfactory completion of training, drivers shall be certified. This 

certification must be renewed via completed refresher training every three years. 
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d. Require that all taxi company drivers complete PASS training prior to performing any trips.  

e. Create an ongoing program for NEMT refresher training. 

f. Accept third party training that meets all requirements including PASS certifications from 

other sources. 

g. All training curricula and materials must be reviewed and updated annually to incorporate 

changes in requirements, regulations and/or procedures. 

h. Store, maintain and update a database of all training participants. 

i. Develop an orientation program for all NEMT drivers. The initial orientation plan for 

providers and a training plan for drivers shall be required. At a minimum, the orientation 

program shall include: 

¶ An overview of the transportation program and the division of responsibilities between 

Contractor and NEMT drivers; 

¶ Vehicle requirements; 

¶ Procedures for handling and reporting accidents, moving violations, and vehicle 

breakdowns; 

¶ Driver qualifications; 

¶ Driver conduct; 

¶ Proper use of attendants; 

¶ Scheduling procedures, including criteria for determining the most appropriate mode of 

transportation for the member; 

¶ Procedures for handling requests for urgent trips; 

¶ Criteria for trip assignments; 

¶ Dispatching and delivery of services; 

¶ Procedures for obtaining reimbursement for authorized trips; 

¶ Driver customer service standards and requirements during pickup, transport, and 

delivery; 

¶ Record keeping for scheduling, dispatching and driver personnel, including completion of 

required logs for reimbursement; 

¶ Procedures for handling complaints from members, facilities, or other service providers; 

¶ Procedures for submitting claims to the Contractor for reimbursement; 

¶ Procedures for reporting suspected fraud and abuse; and  

¶ A written policy that includes all of the above items. 

 

Initial orientation or ongoing refresher Driver training shall also encompass the following areas: 

¶ Customer service; 

¶ Passenger Assistance Safety; 

¶ Sensitivity training (PASS) (The Contractor, broker, or internal transportation services 

shall issue an NEMT Program ID Badge to every driver who completes PASS 

certification); 

¶ Basic first aid; 

¶ Safety and precautions needed for Members with dementia, cognitive impairments, and 

special needs populations; 

¶ Behavioral health and substance abuse issues; 

¶ Title VI requirements (Civil Rights Act of 1964); 

¶ Applicable HIPAA privacy requirements; 
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¶ ADA requirements (Americans with Disabilities Act of 1990); 

¶ Wheelchair securement/safety and proper use of wheelchair lifts, if applicable, before 

transporting members under this Contract; 

¶ Seat belt usage and child restraints; 

¶ Emergency evacuation; 

¶ Daily vehicle inspection; 

¶ Defensive driving (such as a commercial driver improvement clinic certified by the 

Department of Motor Vehicles or the National Safety Council); 

¶ Risk management; 

¶ Communications; and 

¶ Infection control. 

 

4.10.20  NEMT  Provider (Owner and Manager) Outreach, Training , and Education 

All persons providing transportation services to the Virginia NEMT Program must undergo 

required training prior to transporting members.  

 

The Transportation Provider Communication Strategy must facilitate a smooth operation and 

participation for both new and established providers in the NEMT program. The frequency of 

regular communications must meet the needs of both providers and the program, and must 

effectively communicate changes to policies and procedures. 

 

The Contractor, broker, or internal transportation services shall assure that all initial and 

refresher trainings for Owners/Managers include the following: 

¶ An overview of the transportation program and the division of responsibilities between 

Contractor and NEMT drivers; 

¶ Vehicle requirements; 

¶ Vehicle maintenance; 

¶ Procedures for reporting accidents, moving violations, and vehicle breakdowns; 

¶ Driver qualifications; 

¶ Driver conduct; 

¶ Proper use of attendants; 

¶ Scheduling procedures; 

¶ Procedures for providing urgent trips; 

¶ Criteria for trip assignments;  

¶ Dispatching and delivery of services;  

¶ Procedures for submitting claims to the Contractor for reimbursement; 

¶ Procedures for obtaining reimbursement for authorized trips; 

¶ Payment schedule; 

¶ Customer service standards and requirements for drivers during pickup, transport, and 

delivery; 

¶ Record keeping and documentation requirements for scheduling, dispatching and driver 

personnel, including completion of required logs for reimbursement; 

¶ Procedures for handling complaints from members, facilities, or other service providers; 

¶ Procedures for reporting suspected fraud and abuse; and 
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¶ A written policy that includes all of the above items. 

 

4.10.21  Attendants 

The use of an attendant must be prior approved by the Contractor, broker, or internal 

transportation services.  The transportation attendant can be an employee of a transportation 

provider, and or Memberôs attendant, approved and reimbursed by the Contractor, broker, or 

internal transportation services and is responsible for assisting the driver and accompanying a 

Member or group of Members during transport while ensuring safe operation of the vehicle and 

the Members. The Contractor, broker, or internal transportation services shall submit attendant 

claims as part of encounters. The attendant, when required, must be identified and provided for 

the Memberôs transportation needs within five (5) business days of approval.   

 

4.10.22  Transferable Driver and Attendant Requirements 

The following shall be transferable between Virginia NEMT transportation brokers or internal 

NEMT transportation program services. 

1. Passenger Assistance Safety and Sensitivity training (PASS) or equivalent; 

2. Basic first aid training; 

3. Defensive driving training; 

4. HIPAA training;  

5. Wheelchair securement training (if applicable); 

6. State of Virginia Criminal background check or National Data Base Criminal 

Background check report; 

7. Drug screen (if applicable); and 

8. DMV Driving record or National Data Base Driving Record Report. 

 

Virginia OEMS credentialing or licensing of EMTs meets all ambulance NEMT driver 

requirements as long as the license has not expired.  

 

4.10.23  Transportation  Services for Minors  

An escort or personal assistant is a parent, caretaker, relative or friend who is authorized by the 

Contractor to accompany a Member or group of Members who have special needs or who are 

minor children (defined as under age 18). No charge shall be made for escorts or personal 

assistants.   

 

The Contractor shall authorize transportation services for children under the age of 18.  The 

Contractor shall have guidelines that include transporting children by themselves to after school 

Medicaid programs with an attendant or escort.  If an escort cannot be found, then the Contractor 

will work with the Member/designated representative to identify and secure an attendant to 

ensure timeliness and reduce behavioral problems while in route. 
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4.10.24  Driver, Attendant,  and Vehicle Requirements  

At a minimum, the Contractorôs transportation broker or internal transportation services shall 

verify that all vehicles and drivers meet the requirements for training, licensing, vehicle 

inspection, registration, and insurance coverage as defined by the Departmentôs Fee-For-Service 

NEMT program at http://www.dmas.virginia.gov/#/nemtservices. The Contractorôs 

transportation broker or internal transportation services shall ensure that all vehicles meet or 

exceed applicable federal, state, and local requirements and manufacturerôs safety, mechanical, 

operating, and maintenance standards while maintaining proof of compliance as to allow for 

unscheduled file audits. These requirements shall be included in all agreements with NEMT 

providers.  With prior approval from the Department, the Contractor may establish additional 

driver and attendant requirements. 

  

The Contractor shall ensure that all vehicles transporting members with disabilities comply with 

applicable requirements of the Americans with Disabilities Act (ADA), including the 

accessibility specifications for transportation vehicles. 

 

The Contractor shall conduct all driver and attendant credentialing reviews prior to 

implementation and at least annually thereafter. All the records of these reviews shall be 

maintained by the Contractor. The Contractor shall assure compliance with driver requirements.  

 

The Contractor and its transportation broker must abide by Department of Motor Vehicle (DMV) 

rules in the Code of Virginia with respect to non-emergency transportation requirements.  The 

Code of Virginia exempts certain providers such as non-profits (e.g., AAA s, CSBs) from 

Intrastate Operating Authority and from requiring ñFor Hireò plates.  The list of exempt provider 

types can be found in the ñIntrastate Operating Authority - Exempt Operationsò section titled 

Exempt Passenger Carrier Operations and found in: 

https://www.dmv.virginia.gov/commercial/#mcs/programs/intrastate/exempt_op.asp.  The 

exemption links for the Code of VA for vehicles that qualify for government license plates, who 

are exempt from needing ñFor Hireò tags are available at the following Links:   

https://law.lis.virginia.gov/vacode/title46.2/chapter20/section46.2-2000.1/  

https://law.lis.virginia.gov/vacode/title46.2/chapter20/section46.2-2001.2/ 

4.10.25  Passenger Safety Requirements  

The Contractor, NEMT providers, drivers, and attendants shall ensure compliance with the 

following passenger safety requirements:    

1. Passengers shall have their seat belts buckled at all times while they are inside the 

vehicle. The driver shall assist passengers who are unable to fasten their own seat belts. 

2. The driver shall not move the vehicle until all passenger seat belts have been buckled. 

3. The number of persons in the vehicle, including the driver, shall not exceed the vehicle 

manufacturerôs designed seating capacity. 

4. Upon arrival at the destination, the vehicle shall be parked or stopped so that passengers 

do not have to cross streets to reach the entrance of their destination. 

5. Vehicles should always be visible by the driver. 

6. If passenger behavior or other conditions impede the safe operation of the vehicle, the 

driver shall park the vehicle in a safe location out of traffic and notify his dispatcher to 

request assistance.  Member behavior issues are to be reported to the Contractor.  

http://www.dmas.virginia.gov/#/nemtservices
https://www.dmv.virginia.gov/commercial/#mcs/programs/intrastate/exempt_op.asp
https://law.lis.virginia.gov/vacode/title46.2/chapter20/section46.2-2000.1/
https://law.lis.virginia.gov/vacode/title46.2/chapter20/section46.2-2001.2/
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4.10.26  Transportation  Provider/Driver Trip Logs  

The Contractor shall require that transportation providers maintain trip logs. The Contractor shall 

provide training, support and periodic refresher training to ensure compliance. The Department, 

as part of monitoring this Contract, will audit the log for compliance and completeness.  At a 

minimum, the following information shall be contained in the trip log:         

1. Date of service; 

2. Driverôs name; 

3. Driverôs signature (written or digital); 

4. Attendantôs full name (if applicable); 

5. Memberôs name; 

6. Memberôs or attendantôs signature (if applicable); 

7. Vehicle Identification Number (VIN) or other identifying number on file with the 

Contractor; 

8. Mode of transportation authorized; 

9. A unique transportation provider number, assigned by Contractor. For providers of 

ambulance service, the Departmentôs ambulance provider number shall be utilized; 

10. Actual start time (from base station) (in military time); 

11. Each authorized Member transported with the actual pick-up time (in military time); 

12. Trip indicator (i.e. Trip completed, Member no-show, etc.); 

13. Each actual drop off time (military time) for authorized Member; 

14. Actual number of wheel chairs, attendants, and children, per trip; 

15. Actual return time (to base station) in military time; 

16. Authorized stamp or signature of the transportation provider; and, 

17. Other pertinent information regarding completion of the trips.  

  

The Contractor shall: 

1. Ensure that all information trip logs are complete and accurate. 

2. Ensure that trip logs approved by the Department shall be maintained and available in an 

easily retrievable electronic format for no less than 5 years.   

3. Provide training, support and regular monthly monitoring for trip log compliance to all 

transportation providers. 

 

4.10.26.1 NEMT Signature Requirement Waived 

NEMT requirement for member signatures on trip logs or trip manifests is waived for NEMT 

providers who have software, scheduling systems, apps, or a device that doesnôt capture Member 

signatures (i.e. Jaunt, Community Service Boards (CSB), and Transportation Network Company 

(TNC)). Providers in these categories are subject to a five percent (5%) validation audit by the 

Contractor or Contractorôs broker to ensure Members were transported. The Department may 

request the list of providers who are waived and subject the five percent (5%) validation.  The 

Contractor shall submit to the Department for review and approval prior to implementation, upon 

revision, or upon request, its audit policies and procedures that reflect how the Contractor will 

validate Members were transported by providers who are waived from the signature requirement. 

4.10.27  Reporting Missed Trips 

The Contractor shall report the total number of missed trips and types of trips missed. The report 

shall include information on the resolution.  The report shall be submitted at the same time as the 
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dashboard, and shall cover the same reporting period as the dashboard.  Refer to the CCC Plus 

Technical Manual for more information.  The resolution information shall be member-focused 

and shall identify follow-up contacts with the member as well as additional information 

regarding rescheduled appointments, strategies for ensuring standing trips are covered in the 

future, etc. For member no-shows for critical services such as dialysis, chemotherapy, etc., the 

resolution information shall describe if member made it to the appointment by alternate means or 

reason for no-show, etc. Reporting of missed trips shall be member-specific. 

4.10.28  Department of Justice (DOJ) Settlement 

In August 2008, DOJ initiated an investigation of Central Virginia Training Center (CVTC) 

pursuant to the Civil Rights of Institutionalized Persons Act (CRIPA). In April 2010, DOJ 

notified the Commonwealth that it was expanding its investigation to focus on Virginiaôs 

compliance with the Americans with Disabilities Act (ADA) and the U.S. Supreme Court 

Olmstead ruling. The Olmstead decision requires that individuals be served in the most 

integrated settings appropriate to meet their needs consistent with their choice. In February 2011, 

DOJ submitted a findings letter to Virginia, concluding that the Commonwealth fails to provide 

services to individuals with intellectual and developmental disabilities in the most integrated 

setting appropriate to their needs.  

 

In March 2011, upon advice and counsel from the Office of the Attorney General, Virginia 

entered into negotiations with DOJ in an effort to reach a settlement without subjecting the 

Commonwealth to an extremely costly and lengthy court battle with the federal government. On 

January 26, 2012, Virginia and DOJ reached a settlement agreement. The agreement resolves 

DOJôs investigation of Virginiaôs training centers and community programs and the 

Commonwealthôs compliance with the ADA and Olmstead with respect to individuals with 

intellectual and developmental disabilities. 

 

The Departmentôs compliance with the settlement agreement includes compliance with 

recommendations of an Independent Reviewer. One of the areas under review includes 

transportation services for individuals in DD Waiver services, where the goal is to ensure that 

transportation services are of ñgood quality, appropriate, available and accessible to the DD 

Waiver population.ò 

 

The Contractor provides transportation services for  individuals in DD Waiver services to and 

from non-DD Waiver services. In accordance with the agreement, the Contractor shall report on 

the quality of transportation provided to individuals in DD Waiver services.  In following with 

these requirements, the Contractor shall: 

1. Separate out individuals with DD Waivers; 

2. Complete an analysis related to the delivery of transportation services for DD Waiver 

members: and 

3. Evaluate the quality of the transportation services provided to individuals in DD Waiver 

services by the Contractor.   

 

In addition, the Contractor shall at a minimum collect and provide the following data to the 

Department specifically for individuals enrolled in one of the DD Waivers, and receiving 

transportation through the Contractor for non-wavier services:  
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1. Collect and report the accident/injury reports for DD Waiver population; list each 

accident and/or injury of each DD Waiver member, 

2. Collect and report all transportation related complaints received from DD Waiver 

individuals. 

3. Conduct a satisfaction survey of a sample of the DD Waiver individuals receiving 

transportation services through the Contractor and provide a summary to the Department 

in accordance with the requirements outlined in the CCC Plus Technical Manual. 

4. Provide an analysis of the activities that the Contractor has in place that support the goal 

of ensuring that DD Waiver members have access to transportation services that are of 

ñgood quality, appropriate, available and accessible to the DD population.ò  The analysis 

should include suggestions for improvement. 

5. Reports shall be submitted quarterly, on the following schedule:   

4th Quarter ï for October, November, December  - by January 15th 

1st Quarter ï for January, February, March - by April 15th 

2nd Quarter ï for April, May, June - by July 15th 

3rd Quarter -  for July, August, September - by October 15th 

 

The data requirements and reporting specifications are provided in the CCC Plus Technical 

Guide.  DMAS reserves the right to revise the reporting requirements at the recommendations of 

the Independent Reviewer or as negotiated for the settlement.  Additional information is 

available at: http://www.dbhds.virginia.gov/individuals-and-families/developmental-

disabilities/doj-settlement-agreement.    

4.10.28.1 Transportation Services Consultation and Support 

The Contractor shall work collaboratively to support the Department in responding to the 

Department of Justice (DOJ), the Joint Legislative Audit and Review Commission (JLARC), the 

Virginia General Assembly, individuals, organizations, agencies, facilities and medical service 

providers that deliver services to Virginia Medicaid DD Waiver members, in accordance with the 

DOJ agreement and any and all subsequent recommendations of the Independent Reviewer.  

4.11 CARVED OUT SERVICES 

The Contractor shall have Care Coordinators and staff familiar with all carved out services.  

Carved out services include:  Dental, School Health Services, DD Waiver Services, DD case 

management services, and transportation services to and from DD Waiver Services.  DD 

Waivers include: Community Living, Family and Individual Supports, and Building 

Independence Waiver services. The Contractor shall not provide authorizations for or pay claims 

for these carved-out services.  The Contractor shall have the ability to refer and communicate 

with the Department, DBHDS, LTSS provider staff, and other formal and informal supports to 

ensure coordination of care. The Contractor must ensure that the carved out services are included 

in the person-centered Individualized Care Plan (ICP) in order to most effectively coordinate 

services for the Member. Refer to the CCC Plus Coverage Chart attached to this Contract for 

more information on each of these Waivers and carved out services.  

4.12 STATE PLAN SUBSTITUTED (IN LIEU OF) SERVICES  

The Contractor may provide alternative services or services in a setting that is not included in the 

state plan or not normally covered by this Contract but are medically appropriate, cost effective 

substitutes for state plan services that are included within this Contract (for example, a service 

provided in an ambulatory surgical center or sub-acute care facility, rather than an inpatient 

http://www.dbhds.virginia.gov/individuals-and-families/developmental-disabilities/doj-settlement-agreement
http://www.dbhds.virginia.gov/individuals-and-families/developmental-disabilities/doj-settlement-agreement
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hospital).  Such services shall comply with Federal requirements described in 42 CFR § 

438.3(e)(2).  The Contractor shall not require a Member to use a state plan substituted service ñin 

lieu ofò arrangement as a substitute for a state plan covered service or setting, but may offer and 

cover such services or settings as a means of ensuring that appropriate care is provided in a cost 

efficient manner.   

 

For individuals aged 21 through 64, and in accordance with 42 CFR § 438.6(e),  the Contractor 

may provide coverage for a Member receiving inpatient treatment in an Institution for Mental 

Diseases, as defined in 42 CFR § 435.1010, only within the following guidelines: 

1) The Member elects such services in an IMD as an alternative to otherwise covered 

settings for such services; 

2) The facility providing services is a hospital providing psychiatric or substance use 

disorder inpatient care or a sub-acute facility providing psychiatric or substance use 

disorder crisis residential services; 

3) The length of stay in the IMD is for a short term stay of no more than fifteen (15) 

calendar days during the period of the monthly capitation payment; and,   

4) The provision of inpatient psychiatric or substance use disorder treatment in an IMD 

meets the requirements for in lieu of services as described above and in 42 CFR § 

438.3(e)(2).   

 

The Contractor shall refund the full capitation payment paid by the Department for any treatment 

provided to the Contractorôs Member in an IMD where the length of stay in the IMD exceeds 

fifteen (15) days during the period of the monthly capitation payment.  The fifteen (15) calendar 

day limit does not apply to IMD treatment for substance use disorders; reference Addiction And 

Recovery Treatment Services (ARTS).  

4.13 ENHANCED BENEFITS  

Enhanced benefits are services offered by the Contractor to Members in excess of the CCC Plus 

programôs covered services.  No increased reimbursement shall be made for enhanced benefits 

provided by the Contractor. When being developed, the Contractor shall consider the population 

to whom they are being offered, and should address the Membersô needs. At least ninety (90) 

calendar days prior to implementation, and prior to each annual open enrollment period, the 

Contractor shall provide to the Department for approval the list of enhanced benefits it would 

like to offer and to whom the benefits would be available, the benefit limits, and criteria for each 

enhanced benefit.  Enhanced benefits do not have to be offered to individuals in every category 

of eligibility; however, must be available to all individuals if placed on the CCC Plus program 

comparison chart).  

 

Enhanced benefits offered by Contractors will be listed in the Departmentôs CCC Plus program 

comparison charts. Comparison charts are revised once annually. Any changes to enhanced 

services occurring after the annual comparison chart publication cannot be incorporated until the 

next annual revision.  Revisions to enhanced services shall be made only at open enrollment. 

However, the Contractor may revise to add additional enhanced services at any date, if the 

Contractor accepts the cost of revising and printing comparison charts.  

 

The Contractor must be able to provide to the Department, upon request, data summarizing the 

utilization of and expenditures for enhanced benefits provided to Members during the Contract.  
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The Contractor shall provide to DMAS any additional enhanced services provided to the 

Medicaid expansion population and shall provide such services for at least one (1) year from the 

effective date of this Contract.  Additionally, the Contractor shall submit to DMAS ninety (90) 

days prior to the start of this Contract a list of the enhanced services that will be provided to 

Medicaid expansion Members for inclusion in the DMAS comparison chart.  

 

The Contractor shall not obtain enrollment through the offer of any compensation, reward, or 

benefit to the Member except for additional health-related services which have been added by the 

Contractor and approved by the Department. 

 

The Department strongly encourages Contractors to work with Department for Aging and 

Rehabilitative Services (DARS) to cover innovative services like the Chronic Disease Self-

Management Program (CDSMP), Diabetes Self-Management Program (DSMP), and Matter of 

Balance (MOB) as it aligns with the Departmentôs priorities to empower individuals to take steps 

to improve their overall health and maintain an active and fulfilling lifestyle.  

 

Examples of potential enhanced benefits for the CCC Plus program population may include, but 

are not limited to, social determinants of health, routine and preventive dental coverage for 

adults, chiropractic care, environmental modifications and assistive technology, vision, hearing, 

and personal care services for individuals who do not meet waiver criteria. If consumer-directed 

personal care services will be offered as an enhanced benefit, the Contractor shall contract with 

and reimburse the F/EA for all of the administrative costs associated with the F/EA functions for 

this benefit.  

4.14 SERVICES RELATED TO FEDERAL MORAL/RELIGIOUS OBJECTIONS  

In accordance with 42 CFR § 438.102 the Contractor shall not be required to provide, reimburse 

for, or provide coverage of a counseling or referral service if the Contractor objects to the service 

on moral or religious grounds in accordance with the following guidelines: 

 

The Contractor shall furnish information about the services it does not cover based upon this 

rule: 

1. To the Department with the initiation of the Contract, whenever changes are made, and 

upon request, and upon adoption of such policy in the event that the Contractor adopts the 

policy during the term of the Contract. 

2. To potential Members before and during enrollment and to Members within thirty (30) 

calendar days before the effective date of change. 

4.15 TRANSLATION & INTERPRETER SERVICES 

Translation services (including oral interpreter services and sign language interpreter services) 

shall be available to ensure effective communication regarding treatment, consent to treatment, 

medical history, or health education.  [42 CFR § 438.10(c)(4)] Trained professionals, including 

qualified sign language interpreters, shall be used when needed where technical, medical, or 

treatment information is to be discussed with the Member, a family Member or a friend.   

 

The Contractor shall institute a mechanism for all Members who do not speak English to 

communicate effectively with their PCPs and with Contractor staff and subcontractors. 
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If five hundred (500) or more of its Members are non-English speaking and speak a common 

language, the Contractor shall include, if feasible, in its network at least two (2) medically 

trained professionals who speak that language.   

 

In addition, the Contractor shall provide TTY/TDD services for the hearing impaired. 

4.16 MEDICAID WORKS  

Medicaid Works is a work incentive opportunity offered by the Virginia Medicaid program for 

individuals with disabilities who are employed or who want to work. To qualify for Medicaid 

Works, applicants must be determined to meet the income, asset and eligibility requirements for 

the Aged, Blind and Disabled (80% of the Federal Poverty Level) Medicaid covered group by 

their local Department of Social Services.  Medicaid Works individuals are at least 16 years of 

age and less than 65 years of age. Additional background information about Medicaid Works is 

available at: http://dmas.virginia.gov/#/medicaidworks. 

 

Medicaid Works individuals shall receive the same amount, duration and scope of services as 

other CCC Plus Program Members, with two (2) additional benefits.   

1) Dietary Counseling Services are covered when medically necessary, for example for 

Medicaid Works enrolled individuals who have hyperlipidemia (high cholesterol) and/or 

other known risk factors for cardiovascular and diet-related chronic disease (for example, 

heart disease, diabetes, kidney disease, obesity).    

2) Medicaid Works individuals are also eligible to receive personal care attendant services, 

including consumer-directed care, without enrolling in a HCBS waiver.  Medicaid Works 

individuals are not required to have a Medicaid LTSS Screening.  Individuals who 

receive personal care services through Medicaid Works do not have a patient pay 

responsibility for the personal care services. The coverage criteria for personal care 

services for Medicaid Works enrolled Members shall be the same as the personal care 

coverage criteria described under the CCC Plus HCBS waiver.  Criteria information 

regarding personal care can be found in the EDCD Waiver Provider Manual, Chapter IV, 

and the CCC Plus Coverage Chart, Attachment 5 to this Contract.   

 

4.17 ACA MINIMUM ESSENTIAL BENEFITS FOR MEDICAID EXPANSION 

POPULATION  

Medicaid expansion populations, as described in Section 3.1.1, shall receive the same amount, 

duration and scope of services as other CCC Plus Program Members, with the following four (4) 

additional federally-required essential health benefits, according to the United States Preventive 

Services Task Force (USPSTF). 

 

1) Annual adult wellness exams; 

2) Individual and group smoking cessation counseling; 

3) Nutritional counseling for individuals with obesity or chronic medical diseases; 

4) Recommended adult vaccines or immunizations. 

 

The above USPSTF recommended preventive and wellness services and chronic disease 

management shall be covered in addition to the benefits listed in Attachment 5, CCC Plus 

Coverage Chart. 

http://dmas.virginia.gov/#/medicaidworks
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ñPreventiveò must meet evidence-based items or services that have in effect a rating of ñAò or 

ñBò in the current recommendations of the USPSTF.  The USPSTF definitions of ñAò or ñBò 

ratings are listed below. 

a) USPSTF Grade A ï The USPSTF recommends the service.  There is a high certainty 

that the net benefit is substantial.  The USPSTFôs suggestion is to offer or provide this 

service. 

 

b) USPSTF Grade B ï The USPSTF recommends the service. There is a high certainty 

that the net benefit is moderate or there is moderate certainty that the net benefit is 

moderate to substantial. The USPSTFôs suggestion is to offer or provide this service.  

 

For best practice guidelines and up-to-date resources visit the USPSTF website at 

https://www.uspreventiveservicestaskforce.org/Page/Name/recommendations.   

  

https://www.uspreventiveservicestaskforce.org/Page/Name/recommendations
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SECTION 5.0 CCC PLUS MODEL OF CARE  

5.1 GENERAL REQUIREMENTS  AND COVERED POPULATIONS  

Effective January 1, 2019, the Department made significant changes to the CCC Plus Model of 

Care including implementation of the Medically Complex Determination, changes to the Health 

Risk Assessment process, changes to the Person-Centered Individualized Care Plan 

requirements, changes to the Interdisciplinary Care Team requirements, etc.  The Contractorôs 

model of care shall align with the Departmentôs CCC Plus program goals to provide 

comprehensive care coordination that integrates the medical and social models of care through a 

person centered approach; that promotes Member choice and rights; and, engages the Member 

and family members throughout the process.  In addition, the Contractorôs model of care shall 

also include processes that prioritize continuity of care, and seamless transitions for Members 

and providers, across the full continuum of physical health, behavioral health, and LTSS 

benefits.  Reference Attachment 11, MOC Assessment (HRA) and Individualized Care Plan 

(ICP) Requirements by Population.  

 

The Contractorôs model of care shall include all of the required elements: 

 

1) Provide the full scope of care coordination and related services for the CCC Plus 

populations (listed below) as required in this Contract;   

2) Operate using person-centered care coordination for all Members;   

3) Include methods to identify, assess, and stratify vulnerable CCC Plus Populations and 

populations with emerging high risks; 

4) Include comprehensive health risk assessments, individualized care planning, and 

interdisciplinary care team involvement;  

5) Integrate primary, acute, behavioral health, and LTSS;  

6) Be responsive to the Memberôs needs and preferences, and shall take into account the 
health, safety, and welfare of its Members;   

7) Include staff and provider training on the CCC Plus model of care to ensure Members 

receive person-centered, culturally competent care through trained Care Coordinators and 

through a network of high-quality, credentialed providers who have attested to or 

demonstrated the required competencies required by the Contractor; and 

8) Include processes and systems of care that engage Members and family members in 

person centered, culturally competent care and ensures seamless transitions between 

levels of care and care settings. 

5.1.1  CCC Plus Vulnerable and Emerging VulnerablePopulations 

The Contractorôs model of care design shall have the capacity to effectively manage the 

following complex populations that will participate in CCC Plus.  Reference Section 5.9 for 

classification of populations by risk level and related Care Coordinator ratios. Reference 

Attachment 11 for HRA and ICP deliverable requirements by population. 

 

a. Members enrolled the CCC Plus HCBS Waiver (refer to Section 4.7.2); 

b. Members residing in nursing facilities; 

c. Members with serious mental illnesses and serious emotional disturbances (institutional 

and community dwelling); 
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d. Members enrolled in the DD Waivers (Building Independence (BI), Community Living 

(CL), and Family and Individual Supports (FIS) waivers); 

e. Members with intellectual/developmental disabilities (I/DD); 

f. Members with cognitive or memory problems (e.g., dementia); 

g. Members with brain injuries; 

h. Members with physical or sensory disabilities; 

i. Members with substance use disorders; 

j. Members with end stage renal disease; 

k. Members receiving hospice benefits; 

l. Children in foster care or adoption assistance; 

m. Women with a high risk pregnancy; 

n. Members with other complex or multiple chronic conditions; and  

o. Members who have limited or no current medical, behavioral health, or LTSS needs but 

may have needs in the future.   

5.2 MEDICALLY COMPLEX DETERMINATION  

Medically complex individuals are those who have a complex medical or behavioral health 

condition and a functional impairment, or an intellectual or developmental disability. The 

medically complex designation is used to assign the Member to either the CCC Plus or 

Medallion 4.0 programs. 

 

Determination of medically complexity will be made as follows: 

   

1. Individuals that are part of the Medicaid Expansion population and are known to the 

Department (See Section 3.1.1) may be deemed by the Department to be medically 

complex or not medically complex. Medically complex individuals will be automatically 

enrolled in the CCC Plus Program. Non-medically complex individuals will be 

automatically enrolled in the Medallion 4.0 program.  

a. Individuals deemed as non-medically complex, and therefore enrolled in 

Medallion 4.0, shall be screened by the Contractor using the MMHS to verify 

they are not medically complex.  

2. Individuals, eligible through Medicaid Expansion, that are determined to be eligible for 

Medicaid through the standard Medicaid application process will be asked to attest that 

he or she is medically complex (See Section 5.2.1). Those that reply that they are 

medically complex shall be assigned to CCC Plus. Those that attest that they are not shall 

be assigned to Medallion 4.0. 

a. Following the initial assignment, the Contractor will conduct the MMHS to 

confirm the memberôs attestation.   

3. The Contractor shall conduct ongoing Data Surveillance/Identification of their Members 

to determine if there has been a change in a Memberôs medically complex status. If a 

change has been identified, or if the Contractorôs Medical Director deems the Member to 

be medically complex, the Contractor must complete the MMHS and submit the results to 

the Department. The Contractor may use surveillance to identify claims that support CCC 

Plus enrollment.  Upon validation by the Department, the Member shall be transferred 

from CCC Plus to Medallion 4.0 or vice versa. (See Section 5.2.2.4) 

4. The Department shall conduct ongoing Data Surveillance/Validation or Identification to 

ensure members are enrolled in the correct program. (See Section 5.2.2.5) 
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      5.   If the Contractor is unable to contact the Member or the Memberôs authorized   

representative to administer the MMHS or if the Member refuses to participate in the 

MMHS in its entirety, the Contractor shall notate this on the MMHS and the Member 

shall be covered under the Medallion 4.0 program at the beginning of the following 

month.   

 

Refer to Section 3.2.8 Assignment Process Related to Change in Medically Complex 

Determination for more information on the assignment process related to changes in the 

medically complex determination.  

5.2.1  Standard Application Attestation 

Effective November 1, 2018, the standard Medicaid application shall require Medicaid 

applicants to indicate whether they attest to being ñmedically complexò or ñnot medically 

complex.ò  An applicant who is presumed medically complex shall be enrolled in the CCC Plus 

Program and a member who is presumed to not be medically complex shall be enrolled in the 

Medallion 4.0 program.  An individual shall not be switched between the CCC Plus and 

Medallion 4.0 programs unless the Memberôs attestation of medical complexity is rebutted by the 

results of Part 1 of a MMHS. 

5.2.2  MCO Member Health Screening (MMHS) 

The MMHS consists of questions, separated into two (2) parts, that provide insight on the 

population, identify opportunities for supports, and support clinical pathways to improved 

outcomes.  

 

Part 1 of the MMHS contains questions that shall be used to verify/determine if a Member is 

medically complex. Part 2 of the MMHS contains questions regarding social determinants of 

health, and in conjunction with Part 1, will be used to determine when the Memberôs HRA must 

be completed. See Section 5.2.2.2 MMHS Completion Timeframe for MMHS completion 

timeframes.  

 

The Contractor must complete both parts of the MMHS on all Medicaid expansion and any 

newly eligible individuals. All Members eligible through Medicaid Expansion (See Section 3.1.1 

for relevant Aid Categories), must have the MMHS completed to determine if and when an HRA 

is needed and to determine or confirm medical complexity. 

 

For Members in a Nursing Facility and CCC Plus Waiver, the MMHS does not have to be 

completed to determine when an HRA is needed.  Refer to Section 5.3.4. 

 

For former GAP Members, the HRA shall be completed no later than sixty (60) days from the 

date of enrollment but may need to be completed sooner if the Member is screened and 

determined to be high risk.  

 

If, upon completion of the MMHS, the Contractor determines that the individual is medically 

complex, a re-screening of medically complex classification is not required unless there are 

changes to the individualôs medically complex classification as stated by or on behalf of the 

individual or through the Contractorôs analysis of the Member-specific health data.  
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5.2.2.1 Global MMHS Tool Elements 

The MMHS tool, including Parts 1 and 2 can be found as Attachment 17 of this Contract. At a 

minimum, the Contractor shall ask the Member or the Memberôs representative(s) all of the 

questions in Parts 1 and 2 when administering the MMHS. If additional questions are necessary to 

determine a Memberôs medical complexity or a Memberôs social determinants of health, the 

Contractor may ask additional questions as necessary.  

 

The MMHS shall be conducted telephonically unless the Memberôs health condition(s) or place of 

residence requires face-to-face contact or where claims on service authorizations identify 

complexity and precede a planôs ability to complete the MMHS.  

 

5.2.2.2 MMHS Completion Timeframe 

In accordance with 42 CFR § 438.208(b)(3), the Contractor shall complete the MMHS for all 

Medicaid expansion populations described in Section 3.1.1, and any new CCC Plus enrollee 

beginning January 1, 2019, within three (3) months of each Memberôs enrollment with the 

Contractor, unless the Contractor is unable to screen the Member after three (3) good faith 

attempts.  

  

If the member cannot be reached after three good faith attempts, the Contractor shall mail the 

MMHS to the Member.   All mailed MMHSôs must meet the following conditions:  

Å The content of the MMHS must be maintained.  If the Contractor changes anything on 

the MMHS, it must be submitted to DMAS for review. The Contractor must submit its 

materials to the Department for review and approval thirty (30) days prior to its use.  

DMAS will review and approve according to applicable contract requirements.  

Å Each mailed MMHS is required to include a cover letter that meets state and federal 

requirements for readability. The cover letter and MMHS are considered documentation 

critical to obtaining services, therefore shall include the appropriate taglines. Cover 

letters must be approved by DMAS before mailing.  

Å A mailed MMHS is considered completed on the date the MCO receives it.  The MMHS 

shall be submitted to the Department within no more than five (5) business days of the 

date on which the screening was received. A mailed MMHS must also meet the 

contractually required completion timeframe.   

Å If a Member returns the MMHS and has selected either, ñOther chronic (long term) 

disabling conditionò under Part 1 Question 1 or ñOther chronic (long term) mental health 

conditionò under Part 1 Question 3, the Member Complexity Attestation must be 

completed.  In these instances the MMHS is not considered completed until the 

attestation is received.  

Å All mailed MMHS must include a self-addressed, postage paid return envelope.   

 

 

The MMHS shall be submitted to the Department within no more than five (5) business days of 

the date on which the screening was completed, upon the third instance of the inability to contact 

the Member, or the date on which the Member refused to participate. While the MMHS is required 

to be completed within three (3) months, in order to affect enrollment changes the MMHS must 

be submitted prior to the end of the Memberôs initial four (4) months.  
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The Contractor shall report to DMAS the identifying information of those Members who could 

not be screened within the Memberôs initial three (3) months.  Refer to the CCC Plus Technical 

Manual. 

 

5.2.2.3 MMHS Requirements 

1. As long as it is completed within the first three (3) months of the memberôs enrollment, 

the Contractor may conduct the MMHS at the same time as the HRA, and in such 

circumstances, the MMHS may be conducted face-to-face.  

2. The Contractor shall make accommodations available at no charge to the Member that 

address the needs of Members with communication impairments (e.g., hearing and vision 

limitations) and Members with limited English proficiency, in a culturally and 

developmentally appropriate manner and shall consider a Memberôs physical and 

cognitive abilities and level of literacy in the screening process. 

3. The Department reserves the right to require the Contractor to conduct re-screenings as 

deemed necessary.  

4. The Department shall give the Contractor one hundred twenty (120) days notice before 

making changes to the MMHS unless mandated by law. 

5. The Department reserves the right to conduct reviews, including reviews based on claim 

data or chart reviews to validate that Members classified as ñmedically complexò meet 

Medically Complex criteria. The Department also reserves the right to determine the 

memberôs medically complex status, including an over-ride of the Contractorôs 

determination.   

6. The Contractor shall document efforts made to outreach and conduct the MMHS for 

Members whom the Contractor has difficulty locating.  The Contractor shall notate on the 

MMHS the number of attempts and date(s) of attempts made to contact the Member.   

7. When conducted face-to-face, The Contractor shall conduct MMHSôs in a location that 

meets the needs of the Member.  

8. The Contractorôs staff conducting the MMHS shall have the demonstrated ability to 
communicate with Members who have complex medical needs and may have 

communication barriers.  

9. As necessary, relevant and comprehensive data sources (including the Member, 

providers, family/caregivers, etc.) shall be used by the Contractor in the completion of the 

MMHS.  

10. Elements from the MMHS shall be considered and incorporated into the ICP.  

 

5.2.2.4 Contractor Data Surveillance / Identification 

Upon completion of Part 1 of the MMHS, the Contractor shall send the screening information via 

batch file to the Medicaid system.  When the MMHS criteria is met, the individual receives a 

medically complex indicator (X). The Indicator ñXò is reflected on the Contractorôs 834 file, 

which includes the Contractor ID that completed the screening.  Where criteria is pending, the 

individual receives an indicator ñXP.ò 

 

Upon completion of Part 2 of the MMHS, the Contractor shall send the screening information via 

batch file to the Medicaid system.  The Screening information is shared on the medical transition 

file when members transition between health plans.  The screening information is used to support 



 

120 
 

Member risk stratification, identify Members who may require program supports, and for HRA 

triage purposes. 

 

5.2.2.5 DMAS Data Surveillance / Validation  

The Department shall carry out statistical sampling and other data analysis techniques to audit  

the Contractor to ensure that Medicaid expansion Members are being placed in the appropriate 

managed care program as a result of the appropriate utilization of the medically complex 

screening processes and other processes.  

 

The Department shall use available data sources including claims/encounters and Member 

responses to the MMHS to validate that Members are in the correct delivery system (Medallion 

4.0 or CCC Plus).  This may include identification of emerging or existing risk, confirmation of 

reported physical or behavioral health conditions reported by the Member or the Contractor, and 

other delivery system monitoring and assessments.  

 

The Department reserves the right to conduct desk or on-site audits of the Contractors completed 

MMHSôs and related systems, policies and process.  

 

Identification of issues or potential inappropriate delivery system assignment may result in 

additional screening events or in the disenrollment of a member from one program delivery 

system and enrollment in an alternate program or delivery system.  This may include Members 

moving from Medallion 4.0 to CCC Plus or from CCC Plus to Medallion 4.0.  These actions 

shall occur in consultation with the Memberôs assigned Contractor.  

 

The Contractor shall advocate for and support enhanced fraud prevention efforts as described in 

Section 10.17 Medicaid Expansion Population Specific Measurement And Reporting. 

5.3  HEALTH RISK ASSESSMENTS (HRA)  

The Contractor shall use a Health Risk Assessment (HRA) as a tool to develop the Memberôs 

person-centered Individualized Care Plan (ICP) (see Section 5.4 of this Contract for more 

information).  The Department reserves the right, providing the Contractor with at least sixty (60) 

calendar days advance notice, to require the Contractor to add additional elements to its HRA. The 

Contractor shall participate in an HRA workgroup initiated in the Summer of 2018 that includes 

representation from all plans, DMAS, and relevant stakeholders.  The goal of the HRA workgroup 

is to create a universal HRA that is portable and that can follow the Member from one MCO to 

another.  The Contractor shall comply with the additional HRA elements discussed in the 

workgroup as well as the agreed upon implementation date.  

5.3.1  HRA Tool Required Elements   

5.3.1.1 Global HRA Tool Elements 

At a Minimum, the Contractorôs HRA shall effectively identify the Memberôs unmet needs, and 

shall encompass social factors (such as housing, informal supports, and employment), functional, 

medical, behavioral, cognitive, LTSS, wellness and preventive domains, the Memberôs strengths 

and goals, the need for any specialists, community resources used or available for the Member, 

the Memberôs desires related to their health care needs (as appropriate), and the person-centered 

ICP maintenance.  The Contractor should use appropriate documentation [e.g., MTR data, early 
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intervention individualized family service plan, MDS, UAI when current/relevant, and MMHS] 

to complete HRA elements in order to avoid unnecessary burden to the Member, caregiver or 

provider.      

 

The Contractorôs HRA shall include all elements agreed upon during the HRA Collaborative 

workgroup between the health plans and the Department. The revised HRA Tool Elements will 

include standardized questions from the interRAI Assessment Instrument(s), as well as mutually 

agreed upon supplemental questions. (For more information on the interRAI Assessment 

Instrument visit www.interrai.org). The revised HRA elements will be decided upon in the 

Spring of 2019 and implemented at a later mutually agreed upon date.       

 

Prior to implementation of the standardized HRA in the Spring of 2019, the Contractor shall 

comply with the current HRA Tool Elements for CCC Plus Waiver Members, Technology 

Dependent Members, and Nursing Facility Members as indicated below using the Department 

approved HRA.  

 

The Contractorôs HRA shall also:  

1) Document that during the initial health risk assessment, the Member was informed of the 

program name, covered benefits, and the role of the Care Coordinator.   

2) Document the source of information for the HRA i.e. the Member, providers, facility 

staff, family/caregivers, etc. to include name and title) and location of completion (face-

to-face or telephone and physical location). 

5.3.1.2  HRA Tool Elements for CCC Plus Waiver Members 

For CCC Plus Waiver Members, in addition to the required elements above, the Contractorôs 

assessment shall also include the following elements:   

1) Pertinent information from the Uniform Assessment Instrument (UAI), when available. 

2) Discussion with Member/caregiver regarding satisfaction with services received; 

3) Evaluate the environment for appropriateness, safety, and Member comfort;  

4) Confirmation of the Memberôs needs; 

5) Clarification with Member/caregiver program services, limits, and rights and 

responsibilities of everyone involved in providing care; 

6) Confirmation that the waiver provider(s) is working to meet Memberôs care plan as 
written; and, 

7) Confirmation that all appropriate documentation is available in the home (i.e. Plan of 

Care). 

5.3.1.3  HRA Tool Elements for Technology Dependent Members  

For CCC Plus Waiver Members who are technology dependent, in addition to the required 

elements above, the Contractorôs assessment shall also include the following elements:  

1) Determination that appropriate medical equipment is available; 

2) Confirmation that medical needs are as described on the DMAS 108/109; 

3) Confirmation that the Private Duty Nursing provider is working to meet Memberôs care 

plan as written; and, 

4) Confirmation that all appropriate documentation is available in the home (i.e. physiciansô 
orders, Home Health Certification and Plan of Care (CMS-485), nursing care and 

medication administration documentation, etc.). 

http://www.interrai.org/
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5.3.1.4  HRA Tool Elements for Nursing Facility Members  

For CCC Plus Members who reside in a nursing facility, in addition to the required elements 

above, the Contractorôs assessment shall also include the following elements: 

1) All pertinent information from the Minimum Data Set (MDS);    

2) Information from the MDS Section Q, in addition to separate documentation of the 

Memberôs interest and desire for transition to the community and available resources and 

barriers to doing so; 

3) The transition process including any identified health, safety or welfare needs which may 

result in the Memberôs inability to transition to the community; and, 

4) Pertinent information from the Uniform Assessment Instrument (UAI), when available. 

5.3.2  HRA Staff Qualifications 

The Contractorôs staff performing Member HRAs shall meet the minimum qualifications of a 

Care Coordinator as specified in Care Coordination Staffing.  

5.3.3  HRA Requirements 

1) The Contractor shall ensure that its HRAs conducted by telephone interview, if recorded, 

shall have the Memberôs consent to be audio recorded.  The Contractor shall provide the 

audio recording including the Memberôs consent to DMAS upon request. 

 

2) The Contractor shall conduct HRAs for Members in the CCC Plus Waiver, for Members 

residing in nursing facilities, and for Members with serious mental illness, via face to 

face communication.  DMAS may recognize HRAs conducted via telehealth as an 

accepted means of face to face communications. The Contractor shall ensure that any 

telehealth communication processes are an effective and appropriate option based upon 

the Memberôs condition, communication abilities, and preferences.  The Contractor shall 

submit any telehealth HRA protocols to DMAS for approval prior to implementation. 

 

3) The Contractorôs Care Coordinators shall make accommodations available at no charge 

to the Member that address the needs of Members with communication impairments 

(e.g., hearing and vision limitations) and Members with limited English proficiency, in a 

culturally and developmentally appropriate manner and shall consider a Memberôs 

physical and cognitive abilities and level of literacy in the assessment process. 

 

4) The Contractorôs Care Coordinators shall document efforts made to outreach and conduct 

HRAs for Members the Contractor has difficulty locating. 

 

5) The Contractor shall conduct HRAs in a location that meets the needs of the Member.  

 

6) The Contractorôs Care Coordinator shall have the demonstrated ability to communicate 

with Members who have complex medical needs and may have communication barriers.  

 

7) Relevant and comprehensive data sources (including the Member, providers, 

family/caregivers, etc.) shall be used by the Contractor. Results of the HRA shall be used 

to confirm the appropriate stratification level for the Member and as the basis for 

developing the ICP.  
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8) The Contractor shall ensure that each element of the HRA, including a description of the 

CCC Plus Waiver and other covered services to be provided until the next person-

centered ICP review, is reflected in the ICP. In addition, the Contractor shall ensure that 

its ICT process ensures that all relevant aspects of the Memberôs care is addressed in a 

fully integrated manner on an ongoing basis (Refer to Section 5.5 of this Contract.) 

 

9) During assessments and reassessments, the Contractorôs Care Coordinator shall gather 

advance directive information.  This includes educating the Member about advance 

directives, obtaining any advance directives documentation, and complying with all 

Federal and State requirements for advance directives, including maintaining a copy of 

all related documents in the Memberôs file.   

 

10) The Contractor shall ensure that its systems allow the Care Coordination Platform and 

Triage Algorithm to be continuously updated with the real-time Admission Discharge 

Transfer (ADT) feeds from the Emergency department Care Coordination solution.  If an 

ADT feed arrives with the third (3rd) or fourth (4th) emergency room visit or 

hospitalization in ninety (90) calendar days, it indicates a moderate risk member, as 

defined in Moderate Risk Populations, and immediately starts the sixty (60) calendar day 

time period to complete the HRA.  If an ADT feed arrives with the fifth (5) emergency 

room visit or hospitalization in ninety (90) calendar days, it indicates a high risk member, 

as defined in High Risk Populations, and immediately starts the 30 (thirty) calendar day 

time period to complete the HRA.  If a Member who the plan has been unable to contact 

is in the hospital, the Contractor shall prioritize making contact with the Member while 

he or she is in the hospital. The Contractor shall contact the hospital where the Member 

resides to get more updated information.  

 

11) The Contractor shall continuously monitor all Members via Emergency Department Care 

Coordination.  Notification of an Emergency Department visit or hospitalization related 

to the Memberôs chronic health condition from an ADT feed may lead to immediate 

elevation to a higher category and therefore a different initial HRA completion 

timeframe.   

 

12) The Contractor shall continuously monitor information received from other sources that 

may indicate the need to change the Member to a different risk category.    

 

5.3.4 Initial  HRA Completion Timeframes 

Care Coordinators shall complete an initial Health Risk Assessment (HRA) for newly enrolled 

Members as expeditiously as the Memberôs condition requires and within the timeframes set 

forth below.    

 

For former GAP Members, the HRA shall be completed no later than sixty (60) days from the 

date of enrollment but may need to be completed sooner if the Member is screened and 

determined to be high risk.  
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The HRA timeframes may change if the Department and the health plans mutually agree on 

revised timeframe through collaborative meetings between the Department and the Contractor.  

5.3.4.1  Initial HRAs for CCC Plus Waiver and EPSDT Populations 

1) For CCC Plus Waiver or EPSDT Members who receive Private Duty Nursing Services, 

the Contractor shall ensure that HRAs are completed face-to-face within thirty (30) 

calendar days of plan enrollment,  

2) For CCC Plus Waiver or EPSDT Members who do not receive Private Duty Nursing 

Services, the Contractor shall ensure that HRAs are completed face-to-face within sixty 

(60) calendar days of plan enrollment.   

5.3.4.2  Initial HRAs for Nursing Facility CCC Plus Populations 

For CCC Plus Members who reside in a nursing facility, the Contractor shall ensure that HRAs 

are completed face-to-face within one hundred twenty (120) calendar days of plan enrollment. 

The Contractor shall contact the nursing facility and Member and Memberôs responsible party, if 

applicable within thirty (30) calendar days of enrollment, and provide the contact name and 

number of the Care Coordinator. 

5.3.4.3  Initial HRAs for High Risk Populations  

For CCC Plus Members who are categorized as a ñhigh riskò population, as described below and 

in Section 23.1, the Contractor shall ensure that HRAs are completed within thirty (30) calendar 

days of completion of the MMHS.   

 

A Member is categorized as ñhigh riskò if he or she meets one or more of the following 

conditions.  Each of the following conditions is verified through the Memberôs answer to 

questions on the MMHS, Part 2 ï Social Determinants of Health and HRA Triage Questions 

(Attachment 17 of this Contract).  

Member Condition  MCO Member Health Screening Question  

1) The Member is homeless  MMHS Part 2, Question 1 

2) The Member has had a combination of five 

(5) or more emergency room visits or 

hospitalizations related to their chronic 

medical, physical, and/or behavioral health 

condition in the past 90 (ninety) calendar 

days). 

MMHS Part 2, Question 3;  

DMAS history; or  

Emergency department Care Coordination 

ADT feed  

3) The Member has had three (3) or more falls 

resulting in an ED visit, hospitalization or 

physician visit within the past ninety (90) 

calendar days 

MMHS Part 2, Question 4 

4) Member is covered under the CCC Plus 

Waiver with Technology Assistance 

(Indicator A) (services are described in 

Section 4.7.2.2 and in Attachment 5 of this 

Contract)   

N/A 

 

The Contractor shall conduct HRAs for high risk Members with serious mental illness, via face-

to-face communication. Otherwise, excepted as noted in 5.3.4.1, the Contractor is not required to 
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conduct HRAs face-to-face except in circumstances where appropriate based upon the Memberôs 

needs and preferences.   

 

5.3.4.4  Initial HRAs for Moderate Risk Populations  

For CCC Plus Members who are categorized as a ñmoderate riskò population, as described below 

and in Section 23.1, the Contractor shall ensure that HRAs are completed within sixty (60) 

calendar days of completion of the MMHS.   

 

A Member is categorized as ñmoderate riskò if he or she meets one or more of the following 

conditions.  Each of the following conditions is verified through the Memberôs answer to 

questions on the MMHS, Part 1 ï Medically Complex Classification Questions and Part 2 ï 

Social Determinants of Health and HRA Triage Questions (Attachment 17 of this Contract).  

 

Member Condition  MCO Member Health Screening Question  

1) The Member has had a combination of 

three (3) to four (4) emergency room visits or 

hospitalizations related to his or her chronic 

medical, physical, and/or behavioral health 

condition in the past 90 (ninety) calendar 

days). 

MMHS Part 2, Question 3;  

DMAS history; or  

Emergency department Care Coordination 

ADT feed  

2) The Member has had one (1) to two (2) 

falls resulting in an ED visit, hospitalization 

or physician visit within the past ninety (90) 

calendar days 

MMHS Part 2, Question 4 

3) The Member needs assistance with ADLôs  MMHS Part 1, Question 2 

4) Memberôs ability to perform daily tasks is 

impacted by SMI/SUD condition  

(Question 4 from MCO Member Health 

Screening/Medically Complex Classification 

Questions) 

5) Foster Care (if not already High Risk)  N/A 

2) The Member is covered under the CCC 

Plus Waiver without Technology Assistance 

EDCD Waiver (Indicator 9) (if not high risk) 

as described in High Risk Populations (EDCD 

services are described in Section 4.7.2.2 and 

in Attachment 5 of this Contract).  

N/A 

 

The Contractor is not required to conduct face-to-face HRAs for moderate risk Members except 

for conditions described in Section 5.3.3 and in circumstances where appropriate based upon the 

Memberôs needs and preferences. 

 

5.3.4.5 Initial HRAs for Low Risk Populations 

For those individuals who are Aged, Blind, or Disabled, are not in a Medicaid expansion aid 

category, and do not meet the moderate or high risk category, the Contractor shall ensure that 

HRAs are completed within ninety (90) calendar days of completion of the MMHS. SMI 

members must be face-to-face, all others can be telephonic. 
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5.3.4.6 Initial HRAs for Minimal Risk Populations 

For individuals categorized as a ñminimal riskò population, the Contractor shall not be required 

to ensure that an HRA is completed.  An HRA shall be completed if the Member is re-

categorized. Because an HRA is not required for a ñminimal riskò Member, the Contractor may, 

but is also not required to, develop a person-centered individualized care plan (ICP), as described 

in Section 5.4, Person-Centered Individualized Care Plan (ICP), or to arrange an  

Interdisciplinary Care Team (ICT), as described in Section 5.5, Interdisciplinary Care Team 

(ICT). 

 

5.3.4.7  HRA for Members Who Transition To or From the Contractor 

For Members who have transitioned from the Contractorôs health plan to a different MCO, the 

Contractor shall share the most recent HRA data with the ñnewly receiving MCOò upon request.  

If the Contractor is the ñnewly receiving MCO,ò the Contractor shall submit a request to the 

ñoriginating MCOò for the most recent HRA data. The Contractor is not required to conduct a 

new HRA unless the Member has experienced a triggering event or a new HRA is due per the 

requirements in Section 5.6 of this Contract.  This also applies in the event that a Member is 

disenrolled and re-enrolled with the Contractor.  A new HRA is required when the Member has 

experienced a triggering event or by the due date of the next HRA, based upon the timeframes 

listed in Section 5.6 of this Contract.  This is an interim process for sharing the HRA until a more 

efficient method for sharing the information is available. 

 

5.3.4.8 HRA When Member Refuses  

The Contractor shall oversee and coordinate quality services for the Member, even in the 

absence of communication with the Member.  In order to adequately manage the case and ensure 

appropriateness of care to the maximum extent possible, a comprehensive care review is needed 

based on any and all available information.  It is the Contractor review of a Member's existing 

care that determines what services are needed and if provided appropriately.  A full completed 

HRA is not required in the circumstance that a Member refuses to participate in a HRA. 

If a Member refuses to participate in the HRA, the Care Coordinator shall complete a 

comprehensive care review based on available clinical information from rendering providers or 

caregivers and information received from transition reports, service authorizations, and 

claims.  Other sources of information may include, but are not limited to, MDS, UAI, early 

intervention individualized family service plan, etc.   

 

The Contractor shall document internally in the care plan for the Member why the HRA was not 

completed without the Memberôs involvement. The comprehensive care review shall include the 

sources of information, the Member's conditions and diagnoses, current needs and services, 

identified risks, concerns related to non-adherence, access to care and contradictory provider 

treatment plans and Contractor recommendations.  An ICP must be established based on the 

outcome of the comprehensive care review and updated accordingly.  The Department reserves 

the right to request the Contractorôs comprehensive care review information.  
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5.3.4.9 Reclassification of Members With Effective Dates Prior to January 1, 2019  

For those Members enrolled with an effective date prior to January 1, 2019, the MMHS is not 

required.  See Section 5.2.2.2.  If the Initial HRA or reassessment of a Member with an 

enrollment date prior to January 1, 2019 indicates the need for re-classification, the Contractor 

shall ensure the following:  

 

1) For those Members in a Nursing Facility or CCC Plus Waiver prior to January 1, 2019, 

Members should not be re-classified as ñunable to contactò or placed in the Minimal Risk 

category.  

 

2) For those Members categorized as ñEmerging Vulnerableò prior to January 1, 2019, and who 

require a re-assessment, the reassessment is required annually and upon a triggering event such 

as a hospitalization or significant change in health or functional status. 

 

3) For those Members categorized as ñOther Vulnerableò prior to January 1, 2019, and who 

require a re-assessment, the reassessment is required annually and upon a triggering event such 

as a hospitalization or significant change in health or functional status. 

5.3.5 HRA Reassessment Completion Timeframes 

Following the initial HRA, Care Coordinators shall complete a HRA reassessment for CCC Plus 

Members within the timeframes set forth below.   

 

The HRA timeframes, and therefore HRA reassessment timeframes, may change if the 

Department and the health plans mutually agree on revised timeframe through collaborative 

meetings between the Department and the Contractor.  

 

The Contractor shall ensure that the HRA reassessment for each CCC Plus Member is revised as 

needed upon a triggering event such as a hospitalization or significant change in health or 

functional status. 

5.3.5.1  Reassessments for CCC Plus Waiver and EPSDT Populations 

1) For CCC Plus Waiver or EPSDT Members who receive Private Duty Nursing Services, 

the Contractor shall ensure that HRA reassessments are completed face-to-face every six 

(6) months following the initial HRA,  

2) For CCC Plus Waiver or EPSDT Members who do not receive Private Duty Nursing 

Services, the Contractor shall ensure that HRA reassessments are completed face-to-face 

every six (6) months following the initial HRA.   

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 

5.3.5.2  Reassessments for Nursing Facility CCC Plus Populations 

For CCC Plus Members who reside in a nursing facility, the Contractor shall ensure that HRA 

reassessments are completed face-to-face every six (6) months following the initial HRA.  

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 
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5.3.5.3 Reassessments for Other Vulnerable Populations   

For CCC Plus Members who are categorized as ñother vulnerableò population for ongoing care 

coordination purposes, the Contractor shall ensure that HRA reassessments are completed 

annually. The Contractor shall ensure that for those Members with SMI, the HRA reassessment 

is completed face-to-face.  For those Members without SMI, the HRA reassessment may be done 

telephonically.    

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 

 

5.3.5.4 Reassessments for Emerging Vulnerable Populations  

For CCC Plus Members who are categorized as ñemerging vulnerableò populations for ongoing 

care coordination purposes, the Contractor shall ensure that HRA reassessments are completed 

annually.  The Contractor shall ensure that for those Members with SMI, the HRA reassessment 

is completed face-to-face.  For those Members without SMI, the HRA reassessment may be done 

telephonically.   

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 

 

5.3.5.5 Reassessments for Minimal Risk Populations 

For individuals categorized as a ñminimal riskò population, the Contractor shall not be required 

to ensure that an HRA or that an HRA reassessment is completed.  An HRA shall be completed 

if the Member is re-categorized to a another risk category that requires a HRA.  

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 

5.4 PERSON-CENTERED INDIVIDUALIZED CARE PLAN (ICP)  

The Contractor shall develop a person-centered, culturally competent ICP for each of its enrolled 

Members.  The person-centered ICP shall be tailored to the Memberôs needs and preferences and 

completed in the timeframes specified in this Contract and based on the results of the 

Contractorôs risk stratification analysis.  For those who qualify as ñminimal riskò as described in 

Minimal Risk Population and therefore do not receive an HRA, the Contractor may, but is not 

required to, develop an ICP as described in this section.  

 

5.4.1  General Requirements 

The Contractorôs Care Coordinator shall: 

1) Engage each Member in the ICP process; 
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2) Ensure that the Member receives any necessary assistance and accommodations to 

prepare for and fully participates in the care planning process that includes ICT 

participation and person-centered ICP development; 

3) Develop and maintain the ICP and make the ICP or information related to the ICP 

accessible to providers and Members as needed and upon request;   

4) Revise the ICP based on triggering events, such as hospitalizations or a decline or 

improvement in health or functional status; 

5) Ensure information is secured for privacy and confidentiality in accordance with all 

applicable State and Federal requirements; 

6) Obtain Memberôs or their representativeôs signature on the initial ICP and all subsequent 

revisions.  Where the ICP is conducted telephonically, if the audio is recorded, the 

Contractor shall have the Memberôs consent for the audio recording.  Also document all 

efforts when Members or their representatives refuse to sign, including a clear 

explanation of the reason for the Memberôs refusal; 

7) Communicate any ICP revisions to the Member, ICT, and other pertinent providers; 

8) Develop and implement the ICP no later than the end date of any existing SA.  Services 

must be continued until the HRA has been completed and the ICP has been developed. 

5.4.2  ICP Required Elements 

The following elements shall be included in the Contractorôs ICP.  Other elements may also be 

necessary depending upon the Memberôs circumstances.  Required elements include but are not 

limited to: 

1) ICP Completion date; ICP attainable goals and objectives with start date; target end 

dates; completion dates; and outcome measures based assessments;  

2) Strategies and actions, including interventions and specific services to be implemented to 

meet the Memberôs needs and preferences (including community-based resources, service 

provider information, quantity, frequency, and duration of the services or the person(s) 

responsible for the specific interventions/services (including peer supports); 

3) Documentation within the ICP regarding progress towards goal completion noting 

success; rationale for extending target end goal dates; updating of ICP with new goals; 

any barriers or obstacles; 

4) Identification of the Memberôs primary care provider and specialists, including plans for 
follow-up care; 

5) Memberôs informal support network and services;  

6) Addressing all needs of the Member (functional, medical, behavioral, cognitive, social, 

LTSS, wellness and preventive) as well as any preferences as identified by the 

Individualized Care Team (ICT) and agreed upon by the Member. Social needs include 

but are not limited to: housing, food, security, economic security, community and 

informational supports, and personal goals (e.g. go to school, have a job, be at 

granddaughterôs wedding); 

7) Prioritized list of concerns, preferences, needs, goals, and strengths, as identified with the 

Member; 

8) Advance directive information; including education needs of the Member about advance 

directives, and obtaining any advance directive documentation and filing them in the 

Memberôs file.  The status of advance directives must be reviewed at annual assessments 

and with a significant change in health or functional status and shall be included in the 

ICP.  Also included is documentation of information regarding the inability to provide 
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information regarding advance directives and the reasons why the advanced directives 

may not have been obtained; 

9) Plans for transition coordination and services for Members in nursing facilities who wish 

to move to the community; 

10) Addressing health, safety (including minimizing risk), and welfare of the Member. 

11) Back up plans as appropriate for CCC Plus Waiver Members in the event that the primary 

caregiver is unable to provide care.  If applicable, the use of skilled respite nursing, 

trained backup caregivers, and facility admission may be required.  All technology 

dependent Members must have a trained primary caregiver who accepts responsibility for 

providing care whenever nursing is not in the home and, if applicable, Members must 

have a back-up plan if personal care services cannot be rendered as planned; 

12) Crisis plans for Members with behavioral health needs. For crisis plans, describe how the 

Contractor will assist the Member to identify and select individuals or agencies that will 

provide support, crisis intervention, crisis stabilization or other services (including peer 

supports) to assist the Member in managing the crisis and to minimize emergency room 

or inpatient needs; 

13) Plan to access needed and desired community resources and non-covered services;  

14) Memberôs choice of services (including model of service delivery for personal care and 

respite ïconsumer-directed vs. agency-directed when appropriate for CCC Plus Waiver 

Members who are eligible for consumer-directed services);  

15) MMHS responses; 

16) CCC Plus Waiver and other covered services to be provided until the next person-

centered ICP review; 

17) Elements included in the Provider Plan of Care (DMAS-97AB; DMAS-7A) for CCC Plus 

Waiver Members receiving personal care services and the DMAS-301 for Members 

receiving ADHC;  

18) Elements included in the Home Health Plan of Care (CMS-485) for Members receiving 

Private Duty Nursing; and, 

19) Elements included in the IFSP for Members receiving early intervention.     

 

The Contractorôs ICP shall comply with requirements reflected in the attached Individualized 

Care Plan (ICP) Requirements Checklist per the CMS Home and Community Based Settings 

Final Rule.  

 

The Contractor shall fully comply with 42 CFR § 441.301(c)(1) and (2) and to the CMS 

guidance documents located at https://www.medicaid.gov/federal-policy-

guidance/downloads/cib-01-10-14.pdf. 

5.4.3  ICP Completion Timeframes 

Following completion of the HRA, the Contractorôs Care Coordinator shall develop an initial 

ICP prior to the ICT meeting. The Member must agree to and sign revisions/updates to the ICP 

following the ICT as indicated above for initial ICP. The ICP is considered complete upon 

Member signature. The Care Coordinator can develop the initial ICP during the HRA process 

and obtain the Memberôs signature at that time.  The Care Coordinator is not required to wait 

until after the ICT meeting to complete the ICP.  Electronic signatures are acceptable within 

federal requirements and when developed with the Memberôs agreement, when obtained over the 

http://www.ecfr.gov/cgi-bin/text-idx?SID=e03fb001c06da8835cd0340a374cd038&mc=true&node=pt42.4.441&rgn=div5#se42.4.441_1301
https://www.medicaid.gov/federal-policy-guidance/downloads/cib-01-10-14.pdf
https://www.medicaid.gov/federal-policy-guidance/downloads/cib-01-10-14.pdf
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phone (for non-LTSS Members).  Refer to Attachment 11 [MOC Assessment (HRA) 

Individualized Care Plan (ICP) Requirements by Population]. 

5.4.3.1  ICPs for CCC Plus Waiver and EPSDT Populations  

1) For CCC Plus Waiver Members who receive Private Duty Nursing Services, the 

Contractor shall ensure that the initial ICP is completed within thirty (30) calendar 

days of plan enrollment; 

2) For CCC Plus Waiver Members who do not receive Private Duty Nursing Services, 

the Contractor shall ensure that the initial ICP is completed within sixty (60) calendar 

days of plan enrollment.   

 

5.4.3.2 ICPs for Nursing Facility CCC Plus Populations 

For those Members identified as part of the Nursing Facility population, the Contractor shall 

complete the initial ICP within one hundred twenty (120) calendar days of plan enrollment.  

Refer to Section 5.3.4.2 Initial HRAs for Nursing Facility Populations. 

 

5.4.3.3  ICPs for High Risk Populations 

For those Members identified as part of a high risk population, the Contractor shall complete the 

initial ICP within thirty (30) calendar days from completion of the MMHS.  Refer to Section 

5.3.4.3 Initial HRAs for High Risk Populations. 

5.4.3.4 ICPs for Moderate Risk Populations 

For those Members identified as part of a moderate risk population, the Contractor shall 

complete the initial ICP within sixty (60) calendar days from the completion of the MMHS. 

Refer to Section 5.3.4.4 Initial HRAs for Moderate Risk Populations.  

 

5.4.3.5 Initial ICPs for Low Risk Populations 

For those individuals who are Aged, Blind, or Disabled, are not in a Medicaid expansion aid 

category, and do not meet the moderate or high risk category, the Contractor shall ensure that  

ICPs are completed within ninety (90) calendar days of completion of the MMHS. Refer to 

Section 5.3.4.5 Initial HRAs for Low Risk Populations. 

 

5.4.3.6  ICPs for Minimal Risk Populations 

If an HRA is completed for a Member of the minimal risk population, the Contractor must 

complete the ICP at the same time the HRA is completed. 

 

If a Member of the minimal risk population is re-categorized, the Contractor is responsible for 

completing the ICP within the required timeframes noted above. Refer to Section 5.3.4.5, Initial 

HRAs for Minimal Risk Populations. 

5.4.4  ICP Review Completion Timeframes 

Following completion of the initial ICP, the Contractorôs Care Coordinator shall ensure the ICP 

reassessments are conducted according to the following timeframes set forth below. 
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The Contractor shall ensure that the ICP reassessment for each CCC Plus Member is revised as 

needed upon a triggering event such as a hospitalization or significant change in health or 

functional status. 

5.4.4.1  Revised ICP for CCC Plus Waiver and EPSDT Populations  

1) For CCC Plus Waiver or EPSDT Members who receive Private Duty Nursing Services, 

the Contractor shall ensure that ICP revisions are completed face-to-face every six (6) 

months following the initial ICP,  

2) For CCC Plus Waiver or EPSDT Members who do not receive Private Duty Nursing 

Services, the Contractor shall ensure that ICP revisions are completed face-to-face every 

six (6) months following the initial ICP.   

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 

5.4.4.2 Revised ICP for Nursing Facility CCC Plus Populations  

For CCC Plus Members who reside in a nursing facility, the Contractor shall ensure that ICP 

revisions are completed face-to-face every six (6) months following the initial ICP.  

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 

5.4.4.5  Revised ICP for Other Vulnerable Populations  

For CCC Plus Members who are categorized as ñother vulnerableò populations for ongoing care 

coordination purposes, the Contractor shall ensure that ICP revisions are completed annually. 

The Contractor shall ensure that for those Members with SMI, the ICP revision is completed 

face-to-face.  For those Members without SMI, the ICP revision may be done telephonically.    

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 

5.4.4.6 Revised ICP for Emerging Vulnerable Populations 

For CCC Plus Members who are categorized as ñemerging vulnerableò populations for ongoing 

care coordination purposes, the Contractor shall ensure that ICP revisions are completed 

annually.  The Contractor shall ensure that for those Members with SMI, the ICP revision is 

completed face-to-face.  For those Members without SMI, the ICP revision may be done 

telephonically.   

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 

5.4.4.7 Revised ICP for Minimal Risk Populations 

For individuals categorized as ñminimal riskò population, the Contractor shall not be required to 

ensure that an ICP or ICP revision is completed.  An HRA, ICP, and required reassessments and 

revisions shall be completed if the Member is re-categorized.  

 

Refer to Attachment 11, Individualized Care Plan, HRA Reassessments, and Level of Care 

Reviews. 
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5.5 INTERDISCIPLINARY CAR E TEAM (ICT)  

The Contractor shall arrange for each Member, in a manner that respects the needs and 

preferences of the Member, the formation and operation of an interdisciplinary care team 

(ICT).  The Contractor shall ensure that each Memberôs care (e.g., medical, behavioral health, 

substance use, LTSS, early intervention and social needs) is integrated and coordinated within 

the framework of an ICT and that each ICT member has a defined role appropriate to his/her 

licensure and relationship with the Member.  The Member shall be encouraged to identify 

individuals that he/she would like to participate on the ICT.  The ICT shall be person-centered, 

built on the Memberôs specific preferences and needs, and deliver services with transparency, 

individualization, respect, linguistic and cultural competence, and dignity. The Care Coordinator 

shall lead the ICT. For those who qualify as ñminimal riskò as described in Section 5.3.4.5, 

Minimal Risk Populations, and therefore do not receive an HRA, the Contractor may but is not 

required to arrange an ICT as described in this section.   

 

5.5.1  ICT Meeting Timeframes 

The Contractor shall conduct initial ICT meetings within timeframes that are consistent with the 

Memberôs needs and ensure completion of the ICPs within the Departmentôs contractual 

standards.  At a minimum, the Contractor shall conduct initial ICT meetings within thirty (30) 

calendar days of completion of the HRA or no later than the next scheduled ICT in conjunection 

with the service provider, whichever is later.  If a triggering event occurs before the nursing 

facility scheduled ICT, the Care Coordinator must schedule an ICT prior to the NF ICT. 

5.5.1.1  ICT Completion Upon Triggering Events for Non-Nursing Facility Members and 

Non-ADHC Participants 

The Care Coordinator shall complete an ICT for Non-Nursing Facility and Non-ADHC in the 

following circumstances:  

 

1) When the Member experiences a triggering event such as a hospitalization or significant 

change in health or functional status; and,  

2) To determine changes in the Memberôs status and needs, utilizing a standardized re-

assessment tool. The re-assessment tool must be approved by DMAS prior to 

implementation.  

 

5.5.2  Required ICT Members 

The Contractor shall ensure that the ICT includes the Member and/or their authorized 

representative(s) and at least the staff listed below.  The Contractor shall ensure that advance notice 

is provided to the Member and other required attendees in order to maximize participation for 

planned ICT meetings, such advance notice shall be provided at least one (1) week in advance. 

The Contractor shall ensure that input is requested for inclusion in the ICT discussion from ICT 

members who are unable to attend the ICT in-person or telephonically.  At a minimum, the 

following staff shall be invited to participate in the ICT: 

1) Care Coordinator 

2) PCP 
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3) Behavioral health clinician, if indicated 

4) LTSS provider(s) when the Member is receiving LTSS  

5) Targeted case manager, if applicable (if the Member is receiving TCM services, the 

Contractor shall include the targeted case manager on the Memberôs ICT.) TCM includes 

ARTS, mental health, developmental disabilities, early intervention, treatment foster care, 

and high risk prenatal and infant case management services. 

6) Pharmacist, if indicated 

 

As appropriate and at the discretion of the Member, the ICT also may include any or all of the 

following participants: 

1) A representative from the Medicare plan, if applicable 

2) Registered nurse 

3) Specialist clinician 

4) Other professional and support disciplines, including social workers, community health 

workers, and qualified peers 

5) Family members 

6) Other informal caregivers or supports 

7) Advocates 

8) State agency or other case managers 

5.5.3  ICT Documentation Requirements  

The Contractor shall ensure that there is documented evidence in the Member record to support 

all of the following: 

 

1) The names, titles, and roles of each ICT participant in attendance  

2) The names, titles, and roles of invitees but not in attendance   

3) Solicited input from required participants who are unable to participate in the ICT meeting 

and information provided through alternate means 

4) Informing of the ICT participants (present or not) of information discussed; outcomes of the 

ICT meeting and any additional information obtained through alternate means.  

5) When applicable, the Memberôs active refusal to participate in the ICT.  The Member or 
his/her authorized representative must be included in the ICT; alternate forms of soliciting 

input from the Member are not acceptable unless there is clear documentation of the 

Memberôs refusal to participate with the stated reason 

6) Review and discussion of the initial ICP developed by the Care Coordinator with the 

Member.  The ICP shall be revised/updated as deemed necessary based on the needs and 

goals developed through the ICT process. 

5.6 REASSESSMENTS 

The Contractor shall conduct reassessments to identify any changes in the specialized needs of its 

Members as outlined in the attached Model of Care Assessment and Individualized Care Plan 

(ICP) Expectations table.  The Contractor shall ensure that reassessments comply with the 

following requirements described below.   

5.6.1  Routine Re-Assessment Completion Timeframes  

The Care Coordinator shall perform a comprehensive re-assessment utilizing the approved HRA 

tool for all routine re-assessments.  



 

135 
 

1) For Members residing in a NF, reassessments shall be completed at least every six (6) 

months, consistent with MDS guidelines; 

2) For CCC Plus Waiver participants and Members receiving EPSDT Private Duty Nursing 

services reassessments shall be completed at least every six (6) months;  

3) For Other Vulnerable and Emerging Vulnerable Members, reassessments shall be 

completed by the HRA anniversary, not to exceed 365 calendar days; 

4) The Contractor is not required to complete an HRA or re-assessment for Minimal Risk 

Members. 

5.6.2  Reassessments Upon Triggering Events  

The Care Coordinator shall conduct a comprehensive re-assessment for all Members:  

1) When the Member experiences a trigger event such as a hospitalization or significant 

change in health or functional status; and,  

2) To determine changes in the Memberôs status and needs, utilizing a standardized re-

assessment tool. The re-assessment tool must be approved by DMAS prior to 

implementation.  

5.6.3  Annual LOC Review 

The Contractor shall conduct an annual LOC review for Members enrolled in the CCC Plus 

Waiver within 365 days of the last annual LOC review. See Section 4.7.2.3.1 of this Contract. 

5.6.4  ICT Related to Reassessments  

The ICT shall be convened, subsequent to all reassessments, within thirty (30) calendar days and 

in the following circumstances: 

1) Subsequent to triggering events requiring significant changes to the Memberôs ICP (e.g. 
initiation of LTSS, BH crisis services, etc.); 

2) Upon readmissions to acute or psychiatric hospitals or Nursing Facility within thirty (30) 

calendar days of discharge; and, 

3) Upon Member request. 

5.7 CARE COORDINATION ST AFFING  

Care Coordination and Care Coordinators are considered fundamental foundations of the CCC 

Plus program.  As such, the Contractor shall communicate the benefits of care coordination and 

the role of the Care Coordinator when working with Members, providers, or other individuals 

inquiring and learning about the program.  The Contractor shall use the title ñCare Coordinatorò 

for individuals assigned to be the Membersô Care Coordinator, regardless of the primary 

diagnosis or condition of the Member.    

 

The Contractor shall submit to the Department for approval prior to implementation, upon 

revision, or upon request, the care coordination staffing structure, including staff positions that 

will be involved in care coordination operations for the CCC Plus program, including but not 

limited to, Care Coordinator supervisors, Care Coordinators, care coordination support staff, and 

administrative staff support.  The Contractor shall also identify the role/function(s) of each care 

coordination staff as well as the required educational requirements, clinical licensure standards 

certification, and relevant experience with care coordination standards and/or activities. DMAS 
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reserves the right to train to the Contractorôs care coordination staff in relation to the CCC 

Program requirements.    

 

The Contractor shall also include a description of its assignment process for Care Coordinators to 

CCC Plus Members, which must take into consideration the Care Coordinatorôs experience 

working with populations with physical disabilities, developmental disabilities, serious mental 

illness, traumatic brain injury, the elderly, etc. The Contractorôs care coordination staffing plan 

and staff credentials shall be in accordance with the contractual standards described below.    

5.7.1  Care Coordinator Qualifications 

The Contractorôs Care Coordinators assigned to CCC Plus Members shall have at least a 

bachelorôs degree in a health or human services field or be a Registered Nurse or Licensed 

Practical Nurse (LPN).  All Care Coordinators shall have at least one year of experience directly 

working with individuals who meet the CCC Plus target population criteria.  Licensed or 

Certified Care Coordinators must be licensed or certified in Virginia or hold a RN/LPN license 

with multi-state privilege recognized by Virginia in accordance with §54.1-3040.1 et. seq., of the 

Code of Virginia.   

 

Members that have been determined to be unable to contact and are considered Minimal Risk 

may be assigned to a Care Coordinator that does not meet the specified qualification above.  

Once the member is able to be contacted they shall be reassigned to a Care Coordinator that 

meets the minimum qualifications above within one week. CCC Plus Waiver and Nursing 

Facility Residents cannot be considered unable to be contacted.  

   

Assignment of the Care Coordinator shall be based on the assessment of the Memberôs needs and 

condition, as well as the qualifications of the Care Coordinator.  All Care Coordinators shall 

complete a comprehensive training curriculum that includes CCC Plus Membersô various 

medical/behavioral health needs, including training in specialized areas (e.g., dementia, 

substance use disorders); person-centered, culturally competent care; and, standards of care.  The 

Contractorôs Care Coordinators shall also be trained and knowledgeable about the CCC Plus 

program and services described in the CCC Plus Covered Services Chart.  Care Coordinators 

shall also be knowledgeable of involuntary psychiatric admissions related to emergency custody 

orders and temporary detention orders.  Care coordination staff shall also be trained in providing 

assistance to Members in crisis.  Care coordination staff shall have demonstrated ability to 

communicate with Members who have complex medical needs and who may have 

communication barriers.   

 

For Members receiving Private Duty Nursing services, the Care Coordinator shall be a registered 

nurse who is licensed in Virginia or holds a RN license with multi-state privilege recognized by 

Virginia and has at least one year of related clinical nursing experience with medically complex 

Members dependent on life sustaining equipment.   

 

For all other Members with LTSS needs (institutional and community-based), the Care 

Coordinator shall meet the qualifications in this section.    

http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=22f50002790~6&typ=40&actno=002790&mime=application/pdf


 

137 
 

5.7.2  Care Coordinator Supervisor 

The Care Coordinatorôs direct supervisor shall be a licensed clinical social worker, licensed 

Mental Health Professional (as defined in 12VAC35-105-20) or registered nurse with a 

minimum of one (1) year of relevant health care (preferably long-term care) experience or 

behavioral health experience if supervising complex behavioral health cases.  All supervisors 

shall have access to the Contractorôs Medical Director for review of cases.  Care supervisors 

shall have demonstrated ability to communicate with Members who have complex medical needs 

and may have communication barriers.  

5.7.3 Use of Community Based Organizations or Subcontractors for Care Coordination 

Services 

The Contractor may subcontract with Community Based Organizations (CBOs) including, but 

not limited to, Centers for Independent Living (CILs), Community Services Boards (CSBs), and 

Area Agencies on Aging (AAAs) for the provision of care coordination as long as the Contractor 

ensures that CBO care coordination staff and supervisors meet all contractual standards and 

Federal conflict of interest requirements particularly in the area of functional eligibility 

assessments.  Administrative firewalls should exist to ensure that staff within the contracted 

CBOs who perform direct care services, such as personal care, are not the same staff who 

provide care coordination services.  CMS and DMAS do not consider case management to be a 

direct care service and therefore, case managers are not prohibited from performing care 

coordination functions.  Reference additional guidance provided by CMS at: 

https://www.medicaid.gov/medicaid/hcbs/downloads/conflict-of-interest-in-medicaid-

authorities-january-2016.pdf.  Also reference Section 5.8, Care Coordination Partnerships 

below. 

5.7.4 Regional Dedicated Transition Care Coordinator 

The Contractor shall have at least one (1) dedicated transition Care Coordinator in each region 

without a caseload (other than individuals in transition) to assist individuals with care transitions.  

Care transitions include transitioning individuals from NFs, hospitals, inpatient rehabilitation, or 

other institutional settings into the community, and assisting individuals who desire to remain in 

their community setting.  Transition Care Coordinators shall meet the qualifications of a Care 

Coordinator as described in Section 5.7.1 above.  Also reference Section 5.11, Care 

Coordination with Transitions of Care. 

5.7.5 Formal Referral and Assistance Process for Homeless Members  

The Contractor shall develop formal referral and assistance processes and procedures in its 

existing case management programs that identify homeless members enrolled in the Contractorôs 

managed care program and provide them with information and referrals to local shelters and 

other community based homeless aid programs services provided in every region of the state.  

The Contractor shall submit a report to DMAS within one hundred twenty (120) days of the 

effective date of this Contract and annually, that identifies these community based homeless 

support services by city/county, details of the formal referral relationships established, and how 

the Contractor will make face-to-face contact with its homeless members.  Refer to the CCC Plus 

Technical Manual.  

https://www.medicaid.gov/medicaid/hcbs/downloads/conflict-of-interest-in-medicaid-authorities-january-2016.pdf
https://www.medicaid.gov/medicaid/hcbs/downloads/conflict-of-interest-in-medicaid-authorities-january-2016.pdf
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5.8 CARE COORDINATION PARTNERSHIPS  

Contractors may form innovative partnerships with community-based organizations that perform 

care coordination functions and offer support services to CCC Plus Members, such as options 

counseling, facilitating transitions from an institution to the community, etc.  When requested by 

the Department, the Contractor shall participate in collaborative planning with the Department 

and its community partners.  Partnering organizations may include, but are not limited to, 

Centers for Independent Living (CILs), CSBs, AAAs, adult day health care centers (ADCCs), 

health systems, and nursing facilities.  The Contractor shall submit to the Department prior to 

implementation, upon revision, or upon request, a detailed description of any innovative 

partnership(s), the type and scope of the partnership(s), specific services and/or functions to be 

carried out through or in tandem with the partnership, geographic area(s) served, the number of 

Members expected to be served and related value based payment incentives.  The report shall 

further explain the extent of the partnership(s) (e.g., contract signed, in negotiations, etc.).   

5.9 CARE COORDINATOR STAFFING RATIOS   

The Contractor shall establish care coordination staffing ratios that ensure compliance with all 

required care coordination activities required under this contract.  The Contractorôs standards for 

care coordination ratios shall at least meet the Departmentôs staffing ratio requirements in the 

table below.  The Contractors shall be accountable for maintaining at least these caseload ratios 

at all times.  The Contractor shall have sufficient care coordination staff to properly and timely 

perform the requirements as outlined in the Contract. 

CCC Plus Care Coordination Staffing Ratios by Population 

   

CCC Plus Waiver 

Populations 

Nursing Facility 

Populations 

Other  

Vulnerable 

Populations 

 

Emerging Vulnerable  

 

 

Minimal Risk  

1:75 1:200 1:150 1:400 1:1,000 

CCC Plus Waiver 

including Technology 

Assisted and Standard 

levels of care; Section 

5.1.1(a). 

 

All individuals will 

require an HRA to be 

completed by the 

Contractor. 

Nursing Facility 

including Specialized 

Care and Long-Stay 

Hospital 

Section 5.1.1(b). 

 

All individuals will 

require an HRA to be 

completed by the 

Contractor. 

Individuals with Serious 

Mental Illness (SMI), 

including all former GAP 

enrollees.  

  

Individuals (duals and 

non-duals) with 

complex or multiple 

conditions who are 

identified by the plan 

or self-identified as 

having conditions that 

are not well managed, 

e.g. multiple ED visits, 

multiple inpatient 

admits, or have a lack 

of medication 

adherence, etc. 

 

All individuals will 

require an HRA to be 

completed by the 

All other individuals 

(duals and non-duals) not 

already identified in the 

high risk population 

groups; includes 

populations (duals and 

non-duals) with complex 

or multiple conditions 

who are well managed. 

 

All individuals will 

require an HRA to be 

completed by the 

Contractor as determined 

by the MMHS. 

 

 

Populations listed in 5.1.1, 

(c-o), including DD 

Waiver individuals are 

included unless they meet 

high risk criteria. 

A Member is considered 

minimal risk if he or she 

meets all of the following 

criteria:  

1) Is a CCC Plus ABD or 

expansion Member; 

2) Meets none of the 

criteria for placement in 

higher risk populations 

described in this Contract; 

3) Is an Other Vulnerable 

or Emerging Vulnerable 

population Member who 

is unable to be contacted 

by the Contractor to 

conduct the HRA  
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Care Coordinators may have a ñblendedò caseload, comprised of Members in more than one sub-

population to meet business operational needs or provide continuity of care for Members as long 

as the standard ratio thresholds are met.  For Technology Assisted or Benefit Level A 

populations, to reach the standard threshold, special consideration should be given to blend the 

caseload with comparable subpopulations to allow for optimal availability of the Care 

Coordinator.  For example Care Coordinator A is assigned CCC Plus Waiver Members, residing 

in NF, and other emerging vulnerable populations. The Contractor must identify the FTE 

percentage the Care Coordinator works, and must provide the FTE percentage allocated to CCC 

Plus Waiver Members, residing in NF, and other emerging vulnerable subpopulation Members. 

If the Care Coordinator is allocated 30% time for CCC Plus Waiver Members, 30% time for NF 

Members, and 40% time for other emerging vulnerable population Members, the Care 

Coordinator must have no more than 22 CCC Plus Waiver Members, 60 NF, and 160 other 

Members with emerging vulnerables.  Caseloads must be adjusted according to employment 

status of full or part-time hours per week i.e. a .5 staff position would equate to .5 of the standard 

ratio.  Multiple percentage split variations may occur to make up a total 100% caseload among 

various populations but the case assignments must not exceed the total combined established 

ratio.   

 

On a monthly basis, the Contractor shall provide DMAS with a care coordination staffing report 

that demonstrates its level of compliance with the Departmentôs care coordination ratio 

requirements.  The report must include caseload ratios on a proportionate full time equivalent 

(FTE) basis, providing the FTE percentage for each subpopulation with whom a Care 

Coordinator has been assigned. DMAS may require the Contractor to provide a regional 

breakdown of Care Coordinator staffing. 

5.10 CARE COORDINATION REQUIREMENTS  

5.10.1  Care Coordination 

The Contractor shall ensure that care coordination is locally and regionally based (and not simply 

telephonic).  The Contractor may utilize telephonic care coordination services from a central 

location within Virginia.  Care Coordinators assigned to conduct face-to-face care coordination 

activities shall be located in each of the contracted regions. All Care Coordinators, those 

providing centralized telephonic care coordination and those located throughout the regions shall 

be aware of region-specific community resources. In addition to those subpopulations that 

require face-to-face assessments and care planning activities, the Contractor shall accommodate 

any Member request or need for face-to-face visits, regardless of population type.  The 

Contractor may accomplish this through innovative partnerships with community-based 

Contractor as 

determined by the 

MMHS.  

 

See Section 5.1.1 (c ï n) if 

they meet high risk 

criteria per 2 above. 

See Section 5.1.1  
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organizations that perform local care coordination functions.  See Care Coordination 

Partnerships. 

 

The Member shall be assigned a Care Coordinator on or before the Memberôs enrollment 

effective date.  The Contractor shall send a notice to the Member within 14 days of enrollment 

providing the name and contact information for their assigned Care Coordinator.  Upon request 

by the Department, the Contractor shall provide the name and contact number of the Care 

Coordinator assigned to a particular Member.   

 

In addition, Care Coordinators shall: 

1) Meet face-to-face requirements as outlined in this Contract.    

2) Act as the primary point of contact for Members and the Interdisciplinary Care Team 

(ICT).   

3) Ensure that Members have access (e.g., a telephone number, e-mail address) to their Care 

Coordinator. 

4) Engage Members in care coordination activities. 

5) Communicate with Members about their ongoing or newly identified needs on at least a 

quarterly basis for the CCC Plus, Nursing Facility and Minimal Risk populations and at 

least every six (6) months for the Other Vulnerable and Emerging Vulnerable populations 

(or a frequency as requested by the Member), to include a phone call or face-to-face 

meeting, depending on the Memberôs needs and preferences. For Members in nursing 

facilities or receiving HCBS Waiver services, contact with Members shall be at a 

frequency of at least every ninety (90) calendar days, even if the Member requests less 

frequent contact. 

6) Notify Members if there is a change in their assigned Care Coordinators. 

7) When possible, ensure continuity of care when Care Coordinator changes are made 

whether initiated by the Member or by the Contractor.   

 

As the leader of ICTs, Care Coordinators must execute the following responsibilities:  

 

1) Participate in HRAs for care planning;  

2) Ensure that ICT meetings and conference calls are held periodically;  

3) Monitor the provision of services, including outcomes, assessing appropriate changes or 

additions to services, and facilitating referrals for the Member;  

4) Ensure the ICP is developed updated as necessary;   

5) Ensure that appropriate mechanisms are in place to receive Member input, complaints 

and grievances, and secure communication among relevant parties; 

6) Incorporate but not duplicate Targeted Case Management (TCM) for applicable 

Members; and  

7) Solicit and comply with the Memberôs wishes (e.g., advance directive about wishes for 

future treatment and health care decisions, prioritization of needs and implementation of 

strategies, etc.). 

5.10.2  Enhanced Care Coordination for Other Vulnerable Subpopulations 

All Members identified as an ñOther Vulnerable Subpopulationò shall receive the minimum care 

coordination activities as specified above; additionally, they must receive Enhanced Care 

Coordination services as identified during the HRA, ICP and ICT processes.   
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Enhanced Care Coordination for these Members includes: 

1) Setting up appointments and in-person contacts as appropriate;  

2) Building strong working relationships between Care Coordinators, individuals, 

caregivers, and physicians;  

3) Setting up evidence-based patient education programs;  

4) Arranging transportation as needed 

5) For dual-eligible Members, assisting with referrals and access to Medicare-covered 

services as requested by the Member when the need is identified and included in the ICP; 

6) Providing enhanced monitoring of functional and health status; 

7) Providing coordination of seamless transitions of care across specialties and settings; 

8) For Members with disabilities, providing effective communication with health care 

providers and participate in assistance with decision making with respect to treatment 

options; 

9) Coordination with early intervention providers, including for children who ñage-outò of 

the early intervention program and need to continue receiving services.  The Care 

Coordinator shall ensure that services are transitioned to non- early intervention providers 

(PT, OT, speech, etc.);  

10) Connecting Members to services that promote community living and help avoid 

premature or unnecessary nursing facility or other residential placements or inpatient 

hospitalizations (medical or psychiatric);  

11) Coordinating with social service agencies (e.g.; local departments of health, LDSS, 

AAAs, and CSBs) and referring Members to state, local, and other community resources; 

and,  

12) Working with nursing facilities and community-based LTSS providers to include 

management of chronic conditions, medication optimization, prevention of falls and 

pressure ulcers, and coordination of services beyond the scope of the LTSS benefit. 

 

The Contractor shall have formalized systems and operational processes in place that assist the 

Care Coordinator with performing Enhanced Care Coordination activities for this Member 

subpopulation.  These processes shall include methods for identifying these Members and for 

securing the identified add-on services and benefits available as necessary for these Members.  

5.11  CARE COORDINATION WITH TRANSITIONS OF CARE  

5.11.1  Regional Transition Care Coordinator Roles and Responsibilities 

5.11.1.1 Transition from Nursing Facility to the Community 

The Contractorôs Regional Transition Care Coordinators shall provide transition support to 

Members who have the desire to, and can safely transition from Nursing Facilities to the 

community (and maintain or improve their health status).  The scope of transition services that 

the Contractor shall provide includes assessing not only medical/health needs but also assessing 

the Memberôs social determinants of health (e.g., housing, transportation, social interactions, 

etc.).  The Contractor shall develop an inclusive and realistic transition plan for the Member and 

assist in addressing the components of a transition plan, i.e. assist with finding housing; setting 

up non-medical transportation; helping the individual integrate into the community through 

clubs, volunteering/work, faith organizations, etc.  The Contractor shall provide consistent 
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follow up during the first year after discharge and shall make adjustments to the transition plan to 

assure acclimation and integration into the community as needed by the Member. 

 

Transition coordination services include, but are not limited to, the development of a transition 

plan; the provision of information about services that may be needed, in accordance with the 

timeframes specified in this Contract, prior to the discharge date, during and after transition; the 

coordination of community-based services with the Care Coordinator; linkage to services needed 

prior to transition such as housing, peer counseling, budget management training, and 

transportation. 

5.11.1.2 Transition between Levels of Care 

The Regional Transition Care Coordinator shall work closely with the Member and the 

Memberôs Care Coordinator and treatment team to ensure safe and effective transitions between 

levels of care.  The Memberôs Transition Care Coordinator shall 

1) Participate in discharge planning for Members transitioning from acute institutional 

settings to lower levels of care, including Long Stay Hospitals, Nursing Facilities, and the 

community. Single, non-recurrent (within 30 calendar days) medical stays of two nights 

or less do not require the participation of the Transition Care Coordinator unless 

indicated by the Memberôs needs and circumstances; 

2) Coordinate with the assigned Care Coordinator in discharge planning activities to ensure 

a safe transition that meets the Memberôs needs and preferences; 

3) Coordinate with Utilization Management staff, as indicated regarding discharge planning; 

4) Coordinate with Nursing Facility staff, the Memberôs assigned Care Coordinator, and the 

Member when it is identified that the Member wishes to transition from NF care to the 

community;  

5) Provide support to Care Coordinators to maintain Members in the community in lieu of 

transitioning to institutional settings, as needed; and, 

6) For Dual eligible Members enrolled in a DSNP, the Regional Transition Coordinator 

shall also work with the DSNP Care Coordinator upon approval of the Member, to 

coordinate the above activities. 

5.11.2  Transition Coordinator and Care Coordinator Activities 

Collaboration between the transition coordinator and the Care Coordinator is vital for ensuring 

smooth transitions to and from hospitals, nursing facilities, other institutions, and the community.  

The Memberôs Care Coordinator shall:   

   

1) Work closely with the Transition Coordinator to ensure the Memberôs needs and 

preferences are met;  

2) Ensure the completion of the reassessment and updating the ICP for triggering events, to 

include detailed care coordination interventions and strategies to provide seamless 

transitions and avoid delays in services and supports   

3) Upon notification of a hospital or nursing facility admission or discharge, work closely 

with the Transition Care Coordinator to ensure that communication of the hospital or 

nursing facility admission or discharge will be conveyed to the PCP and community 

based providers within 24 hours;  
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4) Upon notification of a hospital admission or discharge, communicate with providers of 

waiver services that an admission has occurred immediately upon notification of 

admission and as soon as a tentative discharge date is known; 

5) Ensure that admissions and lengths of stay are appropriate to the Memberôs needs; 

6) Ensure that there is timely and adequate discharge planning and medication 

reconciliation; 

7) Work to reduce the need for hospital transfers and emergency room use; 

8) Use HRA information and work with nursing facility staff (including obtaining MDS 

Section Q data), hospital staff, community care providers, screening teams, and the state 

Long-Term Care Ombudsman to facilitate transitions to the community. This includes 

utilizing local contact agencies in order to facilitate transitions and linking with other 

community resources that provide support (including housing and employment options) 

to individuals and their families/caregivers, such as CILs, CSBs, and local AAAs; 

9) Ensure services are provided in the least restrictive environment; 

10) Utilize community resources and work with staff (e.g., community LTSS providers, 

hospital staff, and the state Long-Term Care Ombudsman) to facilitate transitions when 

Members need a higher level of care (e.g., an emerging vulnerable Member needs to 

transition to LTSS). This includes when the need for the transition to a higher level of 

care is communicated to internal staff and to the Members or families/caregivers how 

individuals are referred to community resources in order to facilitate transitions. 

Transitions include linking with other community resources that provide support to 

individuals and their families/caregivers, such as CILs, CSBs, and local AAAs.  This also 

includes necessary referrals for screening activities being completed prior to transition 

when required;  

11) Utilize and partner with community resources (e.g. CILs, CSBs, AAAs, etc.) and works 

with staff to facilitate transitions when a Member transitions to a lower or less restrictive 

level of care (e.g., a NF Member wishes to transition to the community, a Member in 

inpatient hospital (medical or psychiatric) transfers to a NF or the community, a CCC 

Plus Waiver Member no longer meets NF criteria, etc.).  The description shall include 

strategies to be put in place to ensure successful and seamless transitions.  It shall also 

include a description of how the Contractor will ensure necessary screening activities are 

completed prior to transition when required; 

12) Ensure the ICT is scheduled and held as required; 

13) For dual-eligible Members, coordinate with the DSNP Care Coordinator upon the 

approval of the Member, when the Member is enrolled in a DSNP; 

14) Provide education to Members, authorized representatives, family/caregivers, and 

providers regarding importance of notification of inpatient admissions in order to 

effectuate successful transitions;  

15) Provide outreach to providers of Medicare services regarding the role of the Care 

Coordinator related to transitions of care and the model of care; and, 

16) Coordinate with providers of inpatient services to incorporate transition needs as 

identified above, into the ICP.  

17) The Contractor will collaborate with the Department in developing policies and 

procedures to address the provision of care coordination activities for identified members 

recently released from a correctional facility or local/regional jail who have a Chronic 

Illness, SUD or Mental Illness.  These policies and procedures should address the 

following: 1) working with the individualôs release team Case Manager to coordinate and 
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integrate services based on the individualôs release treatment plan; 2) referring the 

identified member to the appropriate Care Coordinator so the member can request 

assistance with accessing services or community supports as needed 3) assisting the 

member with accessing care according to the needs identified in the Health Risk 

Assessment and/or reports, including identifying and removing barriers to care, and 

addressing additional needs expressed by the member; and 4)  partnering with community 

resources to facilitate referral networks. 

5.11.3  Discharge Planning Interventions  

The Contractorôs treatment and discharge planning activities shall include at least all of the 

following: 

1) Identification and assignment of a facility based Care Coordinator for the Member if 

different than the community Care Coordinator for planned transitions to a NF. This Care 

Coordinator shall be involved in the establishment and implementation of treatment and 

discharge planning; 

2) Notification and participation of the Memberôs ICT in discharge planning, coordination, 
and re-assessment as needed; 

3) Identification of non-clinical supports and the role they serve in the Memberôs treatment 

and after care plans;  

4) Assistance with scheduling of discharge/aftercare appointments in accordance with the 

access and availability standards;  

5) Identification of barriers to aftercare, and the strategies developed to address such 

barriers;  

6) Assurance that the appropriate behavioral health providers provide a discharge plan 

following any behavioral health admission to ICT Members; 

7) Activities that ensure that Members who require medication monitoring will have access 

to such services within fourteen (14) calendar days of discharge from a behavioral health 

inpatient setting or as medically advised;  

8) Best efforts to ensure a smooth transition to the next service or to the community, and  

9) Documentation of all efforts related to these activities, including the Memberôs active 

participation in discharge planning; and, 

10) Within the continuity of care provisions described in Section 5.15. 

5.12 VIRGINIA EMERGENCY DEPARTMENT CARE CO ORDINATION 

PROGRAM 

The Contractor shall participate in the Virginia Emergency Department Care Coordination 

Program that will provide a single, statewide technology solution that connects all hospital 

emergency departments (EDs) in the Commonwealth to facilitate real-time communication and 

collaboration among physicians, other health care providers, and health plan clinical and care 

management personnel for patients receiving services in hospital EDs.  This system will provide 

real-time patient visit information from, and shares such information with, every hospital ED in 

the Commonwealth through integrations that enable receiving information from and delivering 

information into electronic health records systems utilized by such hospital ED; allows hospital 

EDs in the Commonwealth to receive real-time alerts triggered by analytics to identify patient-

specific risks, to create and share care coordination plans and other care recommendations, and 

to access other clinically beneficial information; provides a patient's designated primary care 
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physician and supporting clinical and care management personnel with treatment and care 

coordination information about a patient receiving services in a hospital ED, including care plans 

and hospital admissions, transfers, and discharges; and provides a patient's designated health 

plan and supporting clinical and care management personnel with care coordination plans and 

discharge and other treatment and care coordination information. 

The Contractor shall participate in the statewide program as required by state law for Medicaid 

health plans by June 30, 2018 when the technology solution is required to be implemented.  

Participation will require the Contractor to sign the ConnectVirginia Exchange Trust Agreement. 

The Contractor shall work with DMAS and hospital and physician representatives on any 

workgroup established by DMAS, VDH, and/or ConnectVirginia to develop shared care 

coordination models to leverage this new statewide technology solution to improve outcomes for 

high risk and high cost CCC Plus Members with high utilization of EDs or other high risk, 

priority populations. 

The Contractor shall describe activities supporting appropriate utilization of hospital emergency 

room services, to include incentives the Contractor provides for primary care practices that 

provide night and weekend hours and same-day appointments, and advanced levels of care 

management for those exhibiting high utilization of emergency services; and use of the ED Care 

Coordination encounter alerts and care coordination plans by MCO Care Coordinators to identify 

frequent ED utilizers and address their needs. Refer to the CCC Plus Technical Manual.  

5.13 COORDINATION WITH THE MEMBER ôS MEDICARE OR OTHER MCO 

PLAN  

Dual eligible Members enrolled in CCC Plus program may receive their Medicare benefits from 

the Contractorôs companion D-SNP, Medicare fee-for-service, or through another Medicare 

Advantage (MA) Plan. The Contractor shall encourage its CCC Plus program enrolled Members 

to also enroll in their companion D-SNP for the Medicare portion of their benefits, in order to 

provide consistency and maximize the Contractorôs ability to coordinate services for the 

Member.  

 

The Contractor shall work with the Department to align, whenever possible, enrollment of dual 

eligible Members in the same plan for both Medicare and Medicaid services. 

 

The Contractor shall remain responsible for coordinating care and services for Members who do 

not participate in the Contractorôs companion D-SNP. The Contractor also shall be responsible 

for coordinating Medicaid payments for dual eligible Members and shall be responsible for 

paying crossover claims.  

 

For services provided to dual eligible Members by a Federally Qualified Health Center (FQHC), 

the Contractor shall pay the full copayment and deductible that DMAS would pay. The Medicaid 

allowed amount for FQHCs and RHCs is equal to the Medicare allowed amount.   

 

Refer to Attachment 15 (July 13, 2018 Clarification on Coordination of Benefits with Medicare 

and Other Insurance Memo) and Attachment 16 (MCO COB Resource Chart) for the 

Departmentôs expectations during the coordination of benefits process. 



 

146 
 

 

In accordance with 42 CFR § 438.208(b)(2)(ii), the Contractor shall implement procedures to 

coordinate services the Contractor furnishes the Member with the services the Member receives 

from any other MCO, PIHP, or PAHP.  When a dual eligible Member is enrolled either with the 

Contractorôs D-SNP or MA plan for his/her Medicare benefits, or with a D-SNP or MA plan, or 

another MCO not affiliated with the Contractor, the Contractor shall be responsible for 

coordinating all benefits covered under this contract and the Memberôs Medicare plan or other 

MCO. In this effort the Contractor shall at a minimum:  

 

1. Provide the Memberôs Medicare plan or other MCO with contact information of the 

person and division responsible for coordination of the Memberôs Medicaid benefits;  

2. Provide the Memberôs Medicare plan or other MCO with contact information of the 

person or division responsible for coordination of cost sharing between Medicare or the 

Memberôs primary MCO and Medicaid; 

3. Request a representative from the Memberôs Medicare plan or primary MCO carrier to 

participate in all needs assessments and person centered planning;  

4. Provide the Medicare plan or primary MCO carrier with the results of all needs 

assessments and person centered planning; 

5. At a minimum, provide the Medicare plan or Memberôs primary MCO with timely 

(within 48 hours of becoming aware, of hospital, emergency department and Nursing 

Facility admissions and discharges and within 72 hours of the diagnoses of, or significant 

change in the treatment of, a chronic illness) inpatient hospital, emergency department 

and Nursing Facility admissions and discharges and the diagnosis of, or significant 

change in the treatment of, a chronic illness in order to facilitate the coordination of 

benefits and cost sharing between the Medicare and Medicaid plan; 

6. Coordinate with the Medicare plan or Memberôs primary MCO regarding discharge 

planning from an inpatient setting, including hospital and Nursing Facility; 

7. Request a representative from the Memberôs Medicare plan or primary MCO to 

participate in all ICT meetings;   

8. Receive, process and utilize in a timely manner (within 72 hours at a maximum or sooner 

if circumstances necessitate a faster response) information, including Member-specific 

health data from the Memberôs Medicare plan or the Memberôs primary MCO, regarding 

the effective coordination of benefits and cost sharing;  

9. At the request of a Medicare plan or the Memberôs primary MCO, the Contractor shall 

participate in training of the Medicare or Memberôs primary MCO planôs staff regarding 

coordination of benefits and cost sharing between Medicare and Medicaid; 

10. Coordinate with a Memberôs Medicare or primary MCO plan to ensure timely access to 

medically necessary covered  benefits needed by a Member enrolled in the CCC Plus 

program; 

11. Submit to a Memberôs Medicare or primary MCO plan, as applicable and appropriate, 

referrals for care coordination and/or disease management; and, 

12. Receive and process from a Memberôs Medicare or primary MCO plan a referral for 

transition from a Nursing Facility to the community, and coordinate with the Memberôs 

Medicare or primary MCO plan to facilitate timely transition, as appropriate, including 

coordination of services covered by the Contractor and services covered by the Medicare 

or Memberôs primary MCO plan. 
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The Contractor shall utilize both Medicare and Medicaid health care data and data from the 

Memberôs primary MCO to coordinate all aspects of the Memberôs health care, including but not 

limited to: Medicare A, B, and D; data from the Memberôs primary MCO; historical data; Medicaid 

historical data; data from the Stateôs BHSA (Magellan of Virginia); discharge planning; disease 

management; chronic conditions; and, care management. 

 

The Contractor shall coordinate behavioral health benefits with the Departmentôs contracted 

BHSA when appropriate.  Care coordinators shall be trained and knowledgeable about all 

Medicaid covered behavioral health services to ensure that Members have access to the full 

continuum of care.  Care coordinators shall be informed of the required activities as outlined in 

Section 7.5 of this Contract and within the BHSA/CCC Plus MCO Coordination Agreement.  

 

The Contractor shall train staff working on services provided under this Contract, including Care 

Coordinators and other related staff, on available Medicare benefits and coordination of Medicare 

and Medicaid benefits.  Training shall also include procedures for coordinating with the Memberôs 

primary MCO as applicable.  The Contractor shall also be required to train staff on topics as 

requested by the Department and within a timeframe designated by the Department.   

    

1. Train network providers on available D-SNP and CCC Plus program benefits and 

services as requested by provider and/or provider associations.          

2. Establish tracking mechanisms to ensure that staff are timely and appropriately engaged 

in discharge planning, and for CCC Plus Members, that Care Coordinators are 

notified/engaged as appropriate. 

3. Maintain daily reports for audit to determine appropriate and timely engagement in 

discharge planning. 

4. Coordinate with a Memberôs D-SNP or MA Plan or other primary MCO regarding CCC 

Plus program services that may be needed by the Member; however, the D-SNP or MA 

Plan or primary MCO carrier shall remain responsible for ensuring access to all benefits 

covered by the Memberôs primary payer, including nursing facilities and home health, 

and shall not supplant such medically necessary covered services with services available 

only through the CCC Plus program. 

5. Provide to D-SNPs and MA plans and any other MCO carrier with whom the Member 

has coverage, training on the Contractorôs NF Diversion program, including the referral 

process.   

6. Accept and process from a Memberôs D-SNP, MA plan, or other MCO carrier a referral 

for HCBS in order to delay or prevent NF placement.  

7. Develop, for review and approval by the Department, policies, and procedures and 

training for the Contractorôs staff, including Care Coordinators, regarding coordination 

with a Memberôs Medicare Plan or primary MCO plan.  The Department expects all 

items described in this section to be reflected in the resulting documents.  

5.14 CLINICAL WORKGROUP MEETINGS  

The Contractor shall participate in an ongoing clinical workgroup with the Department related to 

care coordination.  The Departmentôs representatives will meet with the Contractorôs 

nursing/medical Care Coordinator and behavioral health care management leadership to review 

cases that offer integrated care opportunities and to clarify the expectations around care 

coordination.  The Department will advise the Contractor of any required documentation in 
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preparation and advance of each meeting.  The clinical work group meetings shall be held on a 

quarterly basis.  The Department reserves the right to require the Contractor to attend clinical 

workgroup meetings more frequently based on the Contractorôs performance and any concerns 

identified during the Departmentôs contract monitoring activities. The Contractor shall attend the 

clinical workgroup meetings in person unless otherwise permitted by DMAS.  The clinical 

workgroup meeting locations will rotate between being held at the Department and the offices of 

the CCC Plus programôs contracted health plans.  Each health plan will be expected to host a 

clinical workgroup meeting on a rotational basis and share best practices.   

5.15 CONTINUITY OF CARE  

The Contractor shall provide or arrange for all medically necessary services, whether by sub-

contract or by single-case agreement in order to meet the needs of its Members, including during 

care transitions to the Contractorôs health plan. The Contractor shall also work closely with the 

Department, other Contracted health plans, and DMAS Contractors toward the goal of ensuring 

continuity of care for Members whose enrollment changes between the Contractorôs plan, 

DMAS fee-for-service, or another CCC Plus Contractor.  The Contractor shall develop and 

implement strategic processes that support collaborative efforts among contractors for smooth 

care transitions and that prevent a Member from having interrupted or discontinued services, 

throughout the transition, and until the transition is complete.   

 

In accordance with 42 CFR § 438.62, the Contractorôs strategic processes shall include: the 

Contractorôs compliance with requests for historical utilization data when the Member is enrolled 

in a new MCO; the ability for the Member to retain the access to services consistent with the 

access they previously had and is permitted to retain their current provider during the continuity 

of care period (refer to Section 5.15.1) if that provider is not in the network; the Contractor refers 

the Member to appropriate providers of service that are in the network; and, the Memberôs new 

providers are able to obtain copies of the Memberôs medical records.   

 

The Contractor must have systems and operational processes in place for sharing data to/from 

DMAS, reviewing the data for potential high risk Member needs, and utilizing the data to 

support the transition process. Transition data shall include but not be limited to Memberôs 

claims and service authorizations.  The process shall require the Contractor to, at a minimum:  

1) Ensure that there is no interruption of covered services for Members;  

2) Accept the transfer of all medical records and care coordination data, as directed by 

DMAS; and, 

3) Send service authorization data to support continuity of care for Members transitioning 

between fee-for-service and CCC Plus.  Reference the Medical Transition Report (MTR) 

File section for more information.  

5.15.1  General Provisions 

The Contractor shall ensure continuity of care for all Members upon enrollment into the Plan. 

During the time period set below, the Contractor shall maintain the Memberôs current providers 

at the Medicaid FFS rate and honor service authorizations (SAs) issued prior to enrollment for 

the specified time period. 

 

The continuity of care period is as follows:  Within the first thirty (30) calendar days of a 

Memberôs enrollment, the Contractor shall allow a Member to maintain his or her current 
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providers (including out-of-network providers).  The Contractor shall extend this time frame as 

necessary to ensure continuity of care pending the providerôs contracting with the Contractor or 

the Memberôs safe and effective transition to a contracted provider.  The Department has sole 

discretion to extend the continuity of care period time frame. 

 

During the continuity of care period, the Contractor shall make reasonable efforts to contact out-

of-network providers who are providing services to Members, and provide them with 

information on becoming credentialed, in-network providers. If the provider does not join the 

network, or the Member does not select a new in-network provider , the Contractor shall 

facilitate a seamless transition to a participating provider (with the exception of NF residents).  

 

During the  continuity of care period, the Contractor may change a Memberôs existing provider 

only in the following circumstances:  

1. The Member requests a change;  

2. The provider chooses to discontinue providing services to a Member as currently allowed 

by Medicaid;  

3. The Contractor or DMAS identify provider performance issues that affect a Memberôs 

health or welfare; or,  

4. The provider is excluded under State or Federal exclusion requirements.  

 

For pharmaceutical services, the Contractor shall ensure that Members can continue treatment of 

medications prescribed or authorized by DMAS or another Contractor (or provider of service) 

during the continuity of care period or through the expiration date of the active service 

authorization including services authorizations approved by DMASô Drug Utilization Review 

(DUR) Board. This would not preclude the health plan from working with the Member and his 

treatment team to resolve polypharmacy concerns. Additionally, a Member that is, at the time of 

enrollment receiving a prescription drug that is not on the Contractorôs formulary or PDL shall 

be permitted to continue to receive that drug if medically necessary. 

5.15.2  Members With Service Authorizations (SA) 

The Contractor shall honor SAs issued by the Department or its Contractors as provided through 

DMAS transition reports and DMASô contracted entities for the duration of the Service 

Authorization or the duration of the continuity of care period, whichever comes first. If the 

authorization ends before the Contractor completes the HRA, and the provider has requested a 

continuation of services, the Contractor shall extend the continuity of care period until after the 

HRA is completed and a new person centered individualized care plan has been implemented.   

 

If the authorized service is an inpatient stay, the financial responsibility shall be allocated as 

follows: For per diem provider contracts, reimbursement will be shared between the Contractor 

and either the Department or the new MCO.  In the absence of a written agreement otherwise, 

the Contractor and the Department or the new MCO shall each pay for the period during which 

the Member is enrolled with the entity.  For DRG provider contracts, in accordance with the 

Section 3.2.4, Enrollment Process for Individuals Hospitalized at Time of Enrollment, the 

Contractor is responsible to pay for the full inpatient hospitalization (admission to discharge), 

including for any Member actively enrolled in the MCO on the date of admission, regardless of 

the Membersô disenrollment from the MCO during the course of the inpatient hospitalization.  
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If, as a result of the HRA and ICP development, the Contractor proposes modifications to the 

Memberôs Service Authorizations, the Contractor shall provide written notification to the 

Member and an opportunity for the Member to appeal the proposed modifications.  

5.15.3  Members In Nursing Facilities 

Members in a Nursing Facility at the time of CCC Plus program enrollment may remain in that 

NF as long as they continue to meet DMAS level of care criteria for Nursing Facility care, unless 

they or their authorized representatives prefer to move to a different NF or return to the 

community. The only reasons for which the Contractor may require a change in NF is if: (1) the 

Member requests a change, (2) the provider is excluded under State or Federal exclusion 

requirements, or (3) due to one or more deficiencies that constitute immediate jeopardy to 

resident health or safety, per direction from DMAS, the Virginia Department of Health (VDH) ï 

Office of Licensure and Certification (OLC) or Adult Protective Services (APS).  Such reasons 

are described in the DMAS Nursing Home Manual, Chapter IX, 42 CFR § 488.410, 12VAC30-

20-251, and http://www.vdh.virginia.gov/OLC/LongTermCare/survey.htm.  If it is determined 

that a NF is not able to safely meet the needs of a Member (e.g., due to dangerous behaviors) or 

because the Member no longer meets the NF level of care requirement, the Contractor shall 

continue to pay the facility until the Member is transitioned to a safe and alternate placement.  

 

If an individual residing in a continuing care retirement facility becomes eligible for CCC Plus 

and subsequently qualifies for nursing facility level of care, the Contractor shall make every 

reasonable effort to contract with the NF provider at rates equitable to other contracted Nursing 

Facilities, or reimburse the NF at the fee-for-service rate for this Member.  The continuing care 

nursing facility must accept the agreed upon reimbursement as payment in full for this provider.  

If the provider refuses to contract with the Contractor or accept the fee-for-service rate, only then 

may the Contractor move the Member to a network facility.   

 

Where a Member who resides in an out of network NF is hospitalized, the Contractor shall allow 

the member to return to the out of network NF upon discharge from the hospital when all of the 

following criteria are met: 

¶ Returning to the nursing facility meets the Memberôs preferences and level of care needs; 

and, 

¶ There is a bed available at the Memberôs prior NF; and, 

¶ The NF will accept the Member at Medicaid rates (or negotiated rate between the 

Contractor and the facility.  The negotiated rate must be in accordance with the required 

payment terms for nursing facilities as described in this Contract).   

 

In the event of a NF closure, or as necessary to protect the health and safety of residents, the 

Contractor shall arrange for the safe and orderly transfer of all Members and their personal 

effects to another facility.  In addition to any notices provided by the facility, the Contractor shall 

provide timely written notice inclusive of the required elements in 42 CFR § 483.75 (r) and work 

cooperatively with the Department for Aging and Rehabilitation, including the local Departments 

of Social Services, the Long Term Care Ombudsman and other state agencies in arranging the 

safe relocation of residents.  The Contractorôs Care Coordinator shall coordinate the relocation 

plan and act as a resource manager to other agencies and as a central point of contact for Member 

relocations. 

http://www.vdh.virginia.gov/OLC/LongTermCare/survey.htm
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5.15.4  Members Who Transition Between Contractors 

In accordance with 42 CFR § 438.208(b)(2)(ii), the Contractor shall implement procedures to 

coordinate services that the Contractor furnishes to the Member with the services the Member 

receives from any other MCO, PIHP, or PAHP.  The Contractor shall transfer SA, HRA, ICP, 

and other pertinent information necessary to assure continuity of care to another Contractor, to 

DMAS, or its designated entity for Members who transfer to another Contractor or back to Fee-

For-Service. The SA information shall be provided within three (3) business days from receipt of 

the notice of disenrollment to the Contractor in the Medical Transition Report (MTR) method 

and format specified by the Department. Reference Medical Transition Report (MTR) File.  The 

Contractor shall work with the other MCO Contractor in facilitating a seamless transition for the 

Member. 

5.15.5  Medicaid Expansion Population 

The Contractor shall provide a continuity of care period of thirty (30) days for new populations 

such as the Medicaid expansion populations, including those receiving services with out of 

network providers in accordance with the requirements in this Contract. 

 

The Medicaid expansion population shall maintain their MCO enrollment when they transition 

between the CCC Plus Program and the Medallion 4.0 program without being enrolled in Fee-

For-Service Medicaid.  As described in Section 5.15.1, continuity of care for transitions between 

Fee-For-Service and MCOôs or between MCOôs is thirty (30) days.  

 

The Contractor must honor any Fee-For-Service authorizations, including those for the GAP 

population transitioning on January 1, 2019 (as described in GAP Transition Special Provisions), 

and other populations who will have Fee-For-Service coverage briefly before enrolling in the 

Contractor. 

5.16 CARE DELIVERY MODEL  POLICY AND PROCEDURES 

The Contractor shall submit to the Department for review and approval prior to implementation, 

upon revision, or upon request, the policies and procedures as specified herein. All policies and 

procedures shall include how the Contractor will meet all requirements as stated throughout this 

Contract. 

5.16.1  Model of Care 

The Contractor shall have policies and procedures in place to address all aspects of the Model of 

Care. 

5.16.2  HRA and Reassessments 

The Contractor shall submit its HRA policies and procedures and HRA tool to the Department 

for approval prior to implementation, at revision, or upon request.  The Contractor shall also 

include its policies and procedures related to the reassessment tool and the reassessment tool (if 

different than the HRA) that will be used to identify the specialized needs of its Members upon a 

triggering event and at specified timeframes.  The Contractorôs HRA and reassessment processes 

and tools shall describe all of the following required elements. 
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1) The identification strategy, including predictive-modeling software, assessment tools, 

referrals, administrative claims data, and other sources of information that are used to 

prioritize the timeframes for when and how initial HRAs and reassessments and annual 

ICP reviews are conducted for each Member (e.g., initial assessment upon enrollment, 

reassessments and ICP reviews within prescribed timeframe of last assessment; 

conducted by phone interview (for the emerging vulnerable population), face-to-face, 

written form completed by Member, etc.).   

2) When the stratification is conducted (e.g., how far in advance of effective date).  

3) How the results of the HRAs are used to confirm the appropriate stratification level. 

4) The personnel who review, analyze, and stratify health care needs (e.g., professionally 

knowledgeable and credentialed such as physicians, nurses, restorative therapist, 

pharmacist, psychologist, etc.). 

5) How the Contractor involves Members, authorized representatives, family Members and 

caregivers in the HRA process, including the Contractorôs efforts to obtain 

documentation, including signatures, to signify that Members, authorized representatives, 

and family Members and caregivers understand and consent to the HRA process.   

6) Describes efforts the Contractor will use for completing the HRAs for the different 

populations, including Members residing in nursing facilities, Members enrolled in the 

waivers, and best efforts for the community well population.   

7) A description of triggering events and the reassessment process. 

5.16.3 MCO Member Health Screening (MMHS) 

The Contractor shall submit its MMHS policies and procedures to the Department for approval 

within ninety (90) days of the effective date of this contract and, upon revision, or upon request.  

The Contractorôs MMHS policies and procedures shall describe all of the following required 

elements: 

 

1) The identification strategy, administrative claims data when available, and other sources of 

information that are used to prioritize the timeframes for when and how initial MMHSôs are 

conducted for each Member.   

 

2) When the stratification is conducted.  

 

3) The qualifications of the personnel conducting the MMHS.   

 

4) How the Contractor determines if Members, are capable of participating in the MMHS 

process and how authorized representatives, family Members and caregivers are involved in the 

MMHS process when appropriate.  

 

5) How the Contractor will provide Communication/Interpreter Services as described in 

Communication / Interpreter Assistance.  

 

Refer to the CCC Plus Technical Manual.  

5.16.4  ICP 

The Contractor shall submit ICP policies and procedures that reflect how the Contractor will 

meet the requirements stated in this Contract and: 
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1) The method of stratification, the person centered and culturally competent ICP 

development process, and how the ICP development process will incorporate and not 

duplicate Targeted Case Management (if applicable). 

2) How the Contractor will ensure the Member and family/preferred support system is 

engaged in the initial and ongoing development of their ICP and receives any assistance 

and accommodations to prepare for and fully participate in the care planning process and 

ICP development.   

3) How the Care Coordinator will obtain the Memberôs signature on the initial ICP and any 

subsequent updates and revisions by the ICT or during other contacts with the Member. 

4) How the ICT will be involved in the ICP ongoing development and how the Care 

Coordinator leads the development of the comprehensive, person-centered, culturally 

competent, individualized ICP that is tailored to the Memberôs needs and preferences.   

5) The personnel who review the person-centered ICP and how frequently the ICP is 

reviewed and revised (e.g., initially developed by the Member and Care Coordinator and 

reviewed/revised by the ICT, including the Member and family/preferred support system 

whenever feasible, and other pertinent specialists required by the Memberôs health needs; 

reviewed and revised at least annually and as otherwise required, etc.). 

6) How the person-centered ICP is documented and where the documentation is maintained 

(e.g., accessible to interdisciplinary team, provider network, and Member either in 

original form or copies; maintained in accordance with industry practices such as 

preserved from destruction, secured for privacy and confidentiality, etc.). 

7) How services included during the continuity of care period are incorporated into the ICP 

and how Medically Necessary services will be continued after the continuity of care 

period is over.    

8) Assurances that the Contractor shall explain the service authorization process to the 

Member and that there may be a change in the services provided based upon the HRA 

completion. 

9) How information from the UAI, when available, will be incorporated into the ICP for 

individuals in the CCC Plus Waiver. 

10) How information from the MMHS will be incorporated in the ICP. 

11) The Contractorôs process for obtaining nursing facility MDS data and how it will be 

incorporated into the ICP. 

12) How the Contractor will incorporate and leverage external existing plans of care (e.g. NF, 

Personal Care, ADHC, TCM, etc.)  

13) How the ICP is developed, maintained, and monitored to ensure all treatment needs are 

met and that all changes and updates are reflected accurately and timely. 

5.16.5  ICT  

The Contractor shall submit ICT policies and procedures that reflect how the Contractor will 

meet the requirements stated in this Contract and: 

1) The method used to facilitate the participation of the Member, the Memberôs authorized 

representative, and other required participants whenever feasible.  

2) How the Contractor will accommodate the Memberôs needs and preferences related to 

location of ICT meetings (e.g., in the home/facility for LTSS Members, transportation to 

other locations, etc.). 
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3) How the Contractor will coordinate with other existing ICT meetings, including but not 

limited to, those held in NFs, ADHC, CSB, etc. Include provider outreach and education 

regarding ICT requirements and expectations. 

4) How the scheduled ICTs will operate, document, and communicate (e.g., frequency of 

meetings, process for documenting proceedings in a Memberôs medical records and 

retention of records, notifications and invitations about ICT meetings, dissemination of 

ICT reports to all ICT participants and invitees, etc.).   

5) Description of the advanced notice that will be provided to the Member and other 

required attendees in order to maximize participation (for planned ICT meetings, notice 

must be provided at least one (1) week in advance) and how documentation will be 

maintained if an invitee cannot attend. 

6) Description of how the ICT will solicit input from required participants who are unable to 

participate in the ICT meeting and how these participants will be informed of information 

discussed and outcomes of the ICT meeting.  

7) The communication mechanism the Contractor institutes to notify the ICT, provider 

network, Members, etc. about the HRA and stratification results (e.g., written 

notification, secure electronic record, etc.). 

8) Description how the provider network coordinates with the ICT and the Member to 

deliver specialized services (e.g., how care needs are communicated to all stakeholders, 

which personnel assures follow-up is scheduled and performed, how it assures that 

specialized services are delivered to the Member in a timely and quality way, how reports 

on services delivered are shared with the Contractor and ICT for maintenance of a 

complete Member record and incorporation into the care plan, how services are delivered 

across care settings and providers, etc.).   

9) How the ICT process will be used to empower and support the ICT in proactively 

recognizing signs of emerging issues (e.g., depression, fall risk, etc.) and mechanism for 

follow-up on identified risks.    

10) Description how the ICT process will interface with the ongoing development of a 

comprehensive ICP. 

5.16.6  Care Coordination Partnerships  

The Contractor shall submit policies and procedures that reflect how the Contractor will meet the 

requirements stated in this Contract and a detailed description of how the Care Coordination 

Partnerships work within the framework of the Contractorôs systems.  The policies and 

procedures shall address monitoring and oversight of the activities performed by community 

partners 

5.16.7  Care Coordination  

The Contractor shall submit policies and procedures that reflect how the Contractor will meet the 

requirements stated in this Contract to provide care coordination and: 

 

1) How all Members shall have access to the following supports: (i) a single, toll-free point 

of contact for assistance; (ii) assurance that referrals result in timely appointments; (iii) 

communication and education regarding available services and community resources in a 

mode and manner that is culturally, developmentally appropriate and that considers the 

Memberôs physical and cognitive abilities and level of literacy; and, (iv) assistance with 

developing self-management skills to effectively access and use services. 
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2) How Members are notified of the name of their assigned Care Coordinators and how to 

contact them. 

 

3) In addition to the required HRAs, re-assessments, ICTs, and ICPs, the policy and 

procedures shall describe how Care Coordinators will work with all Members to ensure 

their ongoing care coordination needs are identified and met, using a person-centered 

planning approach.  The policy and procedures must also describe how the Contractor 

will incorporate chronic condition management and disease management into the care 

coordination approach for all Members.  The Contractor shall design programs to 

proactively provide the support needed to maintain current health status and avoid 

functional decline.  

 

4) If the Care Coordinator is not available to the Member, how the Care Coordinator shall 

be notified by the next business day of any issues/changes/concerns of the Member (this 

includes contacts from the Member or the Memberôs authorized representative or 

caregiver made through a Member support line, 24-hour clinical triage line that offers 

nurse advice and behavioral health crisis response.  Should the Care Coordinator not be 

available for an extended period of time, back-up coverage shall be identified and made 

available by the Contractorôs staff.   

 

5) How the Care Coordinator is made aware of grievances and appeals filed by Members or 

by providers (when providers file an appeal based on a denial of service) 

 

6) How the Contractor will ensure continuity of care when Care Coordinator changes are 

made whether initiated by the Member or by the Contractor.  

 

7) How providers, including nursing facilities, are notified of the name and contact 

information of their clientsô or residentsô assigned Care Coordinators and any changes to 

this assignment.   

 

8) Describe strategies to: (1) outreach to and engage Members who are hard to 

contact/locate (e.g., incorrect address information, missing or incorrect phone number, 

Members who are homeless); and (2) re-engage Members who previously refused to 

engage in care coordination activities.   

 

9) Members enrolled in a Waiver or residing in a NF shall not be classified as ñUnable to 
Contactò (UTC) for reporting and care coordination purposes until after documented 

attempts to engage existing LTSS service providers (prior providers if not currently 

receiving services) in attempts to reach the member. Detailed documentation must be 

maintained regarding provider contacts. 

 

10) Describe the strategies the Contractor shall use to document attempted contacts.  

ñRobocallsò or automated telephone calls that deliver recorded messages will not be an 

acceptable form of contacting Members.  Upon request, the Contractor shall provide 

DMAS with detailed documentation of efforts taken (dates, times, type of attempts made, 

etc.) to reach specific Members and with an explanation of the reason why they were 
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unable to successfully reach Members and complete contract deliverables (including 

HRAs, ICPs, etc.). 

 

11) Describe strategies the Contractor shall use to assist Members who are determined to 

have high risk behaviors.  Safety plans for Members and Contractor staff shall be 

included in the Contractorôs policies and procedures.   

 

12) How training of Care Coordinators is confirmed and verifying that training or any 

certifications remain current.  Training shall include the process for involuntary 

admissions. 

  

13) Describe how the Contractor will address non-compliance with training by Care 

Coordinators.   

 

14) Annually, at the Departmentôs request, prior to implementation, or if revised, the 
Contractor shall identify the types of training, including the frequency and modes of 

training the Contractor will provide to its Care Coordinators.   

5.16.8   Enhanced Care Coordination 

The Contractor shall submit policies and procedures that reflect how the Contractor will meet the 

requirements stated in this Contract to provide enhanced care coordination functions for its Other 

Vulnerable Subpopulation CCC Plus Members and: 

1) The identification strategy, including predictive-modeling software, assessment tools, 

referrals, administrative claims data, and other sources of information that are used to 

identify Members meeting criteria for enhanced care coordination. 

 

2) How the ICP will be developed and how the ICT will engage the Member to provide 

enhanced care coordination. 

 

3) The Contractor shall have documented procedures to ensure the interface with the BHSA 

is conducive to open communication and collaboration in the best interest of the 

Memberôs integrated care needs, 

 

4) The Contractor shall submit to the Department for approval at implementation, at 

revision, or upon request, the policies and procedures on discharge planning.  The 

Contractor shall implement policies and procedures that (1) ensure timely and effective 

treatment and discharge planning; (2) establish the associated documentation standards; 

(3) involve the Member; and (4) begin on the day of admission. 

 

5) The Contractor shall submit to the Department for approval at implementation, at 

revision, or upon request, the policies and procedures for its care transition programs.  

The policy and procedures should include partnerships with community-based 

organizations, the metrics used to measure outcomes associated with transitions (e.g., 

hospital re-admission rates), and outcomes data.  The Contractorôs policies and 

procedures shall describe the processes, systems, and goals. 
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5.16.9  Care Coordination and Transitions of Care  

The Contractor shall submit policies and procedures that reflect how the Contractor will meet the 

requirements stated in this Contract as related to transitions of care and discharge planning. 

5.16.10  Coordination with Memberôs Medicare Plan  

In accordance with 42 CFR § 438.208(b)(2)(ii), the Contractor shall implement procedures to 

coordinate services the Contractor furnishes the Member with the services the Member receives 

from any other MCO, PIHP, or PAHP.  The Contractor shall submit policies and procedures that 

reflect how the Contractor will meet the requirements stated in this Contract related to 

coordinating with Medicare Services for Dual eligible individuals when the Member: 

1) Is enrolled in the Contractorôs D-SNP plan, 

2) Is enrolled in a different CCC Plus Contractorôs D-SNP plan, is enrolled in a different 

health planôs D-SNP or Medicare Advantage plan, or, 

3) Is receiving Medicare via the traditional fee-for-service model of service delivery. 

5.16.11  Continuity of Care Policy and Procedures 

The Contractor shall submit policies and procedures that reflect how the Contractor will meet the 

requirements stated in this Contract related to all continuity of care provisions, and: 

1) How the Contractor will automatically generate service authorizations for continuity of 

care for Members whose authorization information is included in the MTR file received 

from the Department prior to enrollment and how this information is disseminated 

internally and to whom. 

2) How the Contractor will notify Members and providers in writing of the continuity of 

care authorization, including the service or item, name of the provider, authorized units or 

amounts, and authorized dates of service. 

3) How the Contractor will ensure Medically Necessary services are continued without gaps 

in care at the end of the continuity of care period and the role of the Care Coordinator to 

ensure services needed on an ongoing basis do not lapse. 

4) Outreach efforts to non-participating providers and pharmacies to ensure services are not 

discontinued during the continuity of care period. 

SECTION 6.0 UTILIZATION MANAGEMENT REQUIREMENTS  

6.1 GENERAL UTILIZATION MANAGEMENT REQUIREMENTS  

The Contractorôs UM program shall reflect the UM standards from the most current NCQA 

accreditation standards.  The UM program must have mechanisms to detect under-utilization 

and/or over-utilization of care including, but not limited to, provider profiles. If the Contractor 

delegates (subcontracts) responsibilities for UM to a subcontractor, the Contract must have a 

mechanism in place to ensure that the standards described in this Contract are met by the 

subcontractor. 

 

At initial contract, annually, upon revision (if any) and upon request, the Contractor shall submit 

all applicable policies and procedures to the Department for review regarding its utilization 

management (UM) program.  The policies and procedures shall include procedures to evaluate 

medical necessity, criteria used, information source, and the process used to review and approve 

or deny the provision of services. In accordance with 42 CFR Ä 438.210, the Contractorôs UM 
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program must ensure consistent application of review criteria for authorization decisions; and 

must consult with the requesting provider when appropriate.   

 

The Contractorôs UM program shall demonstrate that Members have access to all services 

covered under this contract, as described in the attached CCC Plus Coverage Chart, in an 

amount, duration, and scope that is no less than the amount, duration, and scope for the same 

services as provided under FFS Medicaid.   

 

6.2 SERVICE AUTHORIZATION  

The Contractor shall authorize, arrange, coordinate, and provide to Members all medically 

necessary covered services as specified in this Contract in accordance with amount, duration, and 

scope of coverage rules described in the Attached CCC Plus Coverage Chart. 

 

The Contractor shall ensure that its utilization management policies and procedures meet NCQA 

standards.  In accordance with UM 4: Factor 2, the Contractor shall use licensed health care 

professionals to make UM decisions. For Behavioral Health Services, including Community 

Mental Health Rehabilitation Services (CMHRS), a clinical interpretation and clinical judgement 

from a mental health professional is required for service authorization approvals or denials.  The 

Contractor may employ UM reviewers of behavioral health services and CMHRS who are 

licensed health care professionals in a state other than Virginia, however those individuals must 

be licensed in a state in the United States, the license must be in good standing, and he/she must 

report to a mental health professional who is licensed in Virginia.  In accordance with the 

Virginia Department of Health Professions (DHP), a Mental Health Professional is a person who 

by education and experience is professionally qualified and licensed in Virginia to provide 

counseling interventions designed to facilitate an individualôs achievement of human 

development goals and remediate mental, emotional, or behavioral disorders and associated 

distresses which interfere with mental health and development.  Refer to: 

https://law.lis.virginia.gov/vacode/title54.1/chapter24/section54.1-2400.1/.   

 

For ARTS, see Section 4.2.4.1.2. 

6.2.1  Service Authorization Policy and Procedures 

In accordance with 42 CFR § 438.210(b)(1), the Contractorôs authorization process for initial 

and continuing authorizations of services shall follow written policies and procedures and shall 

include effective mechanisms to ensure consistent application of review criteria for authorization 

decisions. 

6.2.2  Medical Necessity Criteria 

The Contractor shall use the Departmentôs service authorization criteria or other national 

standard(s) approved by the Department in making medical necessity determinations.   

 

The Contractorôs medical necessity criteria shall not be more restrictive than the Medicaid FFS 

Medicaid program criteria, including quantitative and non-quantitative treatment limits, as 

indicated in State statutes and regulations, the State Plan, and other State policy manuals.  For 

ARTS, reference Section 4.2.4.1, Critical Elements of the Contractorôs ARTS System of Care. 

 

https://secure-web.cisco.com/1m5OzWxffu6cs3lPaRhjjDiL1fePDtdrkjVCWuWC4V3Mgp6ZvJHCh_xL-tZk3iUGBdXolMd0hCzGgZxkal8GOrvxMIu9pfSsVR5VfJxe-s2ftX37VOAYvAgIaEGKtInSQGxvHLe7KZM2zfNmZKeGTCmwuApPVBlq0g18ewcti5xkKzgGts_SAdl_K_4Y8ftXwLxzQigh2eT-uVovs3xwRHX5grRD1LvAxZ0FpXJXgPP-508KTgKBxvvpIwp0laf4sz4CtysOEOWpwEjv2SOF9Qw/https%3A%2F%2Flaw.lis.virginia.gov%2Fvacode%2Ftitle54.1%2Fchapter24%2Fsection54.1-2400.1%2F
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In accordance with § 438.236, the Contractorôs medical necessity guidelines shall be evidence 

based and at a minimum: 

1) Are based on valid and reliable clinical evidence or a consensus of providers in the 

particular field; 

2) Are adopted in consultation with contracting health care professionals in the Contractorôs 

service area; 

3) Are developed in accordance with standards adopted by national accreditation 

organizations; 

4) Are updated at least annually or as new treatments, applications and technologies are 

adopted as generally accepted professional medical practice; 

5) Are evidence-based, if practicable; and,  

6) Are applied in a manner that considers the individual health care needs of the Member. 

 

In accordance with 42 CFR § 438.236 the Contractor shall use ASAM criteria for medical 

necessity determinations for all Addiction and Recovery Treatment Services (ARTS) to any 

Member or contracting provider upon request.  

 

The Contractor shall ensure that coverage decisions are based upon medical necessity and are in 

accordance with 42 CFR § 438.210.   

1) The Contractor shall not arbitrarily deny or reduce the amount, duration, or scope of a 

required service solely because of diagnosis, type of illness, or condition of the Member. 

2) The Contractor may place appropriate limits on a service on the basis of medical 

necessity criteria for the purpose of utilization control, provided that the services 

furnished can reasonably achieve their purpose.   

3) The Contractor shall ensure that coverage decisions for individuals with ongoing or 

chronic conditions or who require long-term services and supports are authorized in a 

manner that fully supports the Member's ongoing need for such services and supports and 

considers the Memberôs functional limitations by providing services and supports to 

promote independence and enhance the Memberôs ability to live in the community;  

4) The Contractor shall ensure that coverage decisions for family planning services are 

provided in a manner that protects and enables the Member's freedom to choose the 

method of family planning to be used consistent with 42 CFR § 441.20. 

5) The Contractor shall ensure that services are authorized in a manner that supports: 

a. the prevention, diagnosis, and treatment of a Memberôs disease, condition, and/or 

disorder, health impairments and/or disability,  

b. ability for a Member to achieve age-appropriate growth and development, 

c. ability for a Member to attain, maintain, or regain functional capacity, 

d. in the case of EPSDT, correct, maintain or ameliorate a condition. 

e. opportunity for a Member receiving long-term services and supports to have access to 

the benefits of community living, to achieve person-centered goals, and live and work 

in the setting of their choice. 

6.2.3  Members with Service Authorizations (SA) 

The Contractor (the Memberôs current MCO) shall assume responsibility for all managed care 

contract covered services and shall honor authorizations by either the Department or a previous 

MCO, which are rendered after the enrollment effective date, in accordance with provisions 

described in this Contract.  No service (including CCC Plus Waiver services) can be reduced 



 

160 
 

during the continuity of care period of a Memberôs enrollment with the Contractor. The 

Contractor shall honor SAs issued by the Department or its Contractors as provided through 

DMAS transition reports and DMASô contracted entities for the duration of the Service 

Authorization or during the continuity of care period, whichever comes first. If the authorization 

ends before the initial HRA is completed, the continuity of care period continues until after the 

HRA is completed and a new person-centered Individualized Care Plan has been implemented.  

Reference the Continuity of Care, Section 5.15 of this Contract. 

6.2.4 EPSDT Provisions for Service Authorizations 

The Contractor shall submit its EPSDT Review Process Policy and Procedures to DMAS for 

review and approval prior to implementation, upon a revision or as requested.  The EPSDT 

review policies and procedures must allow providers to contact Care Coordinators to explore 

alternative services, therapies, and resources for Members when necessary.  No service requested 

for a child under 21 can be denied as ñnon-coveredò unless specifically noted as ñnon-covered,ò 

ñout-of-networkò and/or ñexperimentalò.  Instead, the Contractorôs determination must be made 

on the basis of medical necessity.  

 

The Contractor shall not issue an adverse determination on a service request for a child under age 

21 until the case is first reviewed by a physician who has appropriate expertise in addressing the 

childôs medical, behavioral health, or long-term services and supports needs (Per 42 CFR § 

438.210).   

6.2.5 Behavioral Health Services 

6.2.5.1 Traditional Behavioral Health Services 

The Contractorôs medical necessity guidelines, program specifications and service components 

for behavioral health services shall, at a minimum, be submitted to DMAS annually for approval 

no later than thirty (30) calendar days prior to the start of a new Contract Year, and no later than 

thirty (30) calendar days prior to any change. 

6.2.5.2  Community Mental Health Rehabilitation Services 

The Contractor shall follow the service authorization or registration requirements in accordance 

with the guidelines developed by the CMHRS Standardization Workgroup and posted on the 

CMHRS Transition page on the DMAS website at http://www.dmas.virginia.gov/#/cmhrs. 

ñRegisterò or ñRegistrationò means the provider notifying the Contractor that an individual will 

be receiving services that do not require service authorization.  Discretion with the utilization 

management requirements described below is allowed by the Contractor with DMAS approval, 

per provider payment related provisions in Section 12.4.2 and value based payment provisions 

described in Section 13.5.  

 

Community Mental Health  

Rehabilitation Services 

Procedure 

Code 

Registration vs. 

Authorization 

INITIAL  

Request 

Registration vs. 

Authorizat ion 

CONTINUED 

STAY Request 

Mental Health Case Management H0023 R R 

Therapeutic Day Treatment (TDT) for 

Children 
H0035 HA A A 

http://www.dmas.virginia.gov/#/cmhrs
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Community Mental Health  

Rehabilitation Services 

Procedure 

Code 

Registration vs. 

Authorization 

INITIAL  

Request 

Registration vs. 

Authorizat ion 

CONTINUED 

STAY Request 

Day Treatment/ Partial Hospitalization for 

Adults 
H0035 HB A A 

Crisis Intervention H0036 R A 

Intensive Community Treatment  H0039 A R 

Mental Health Skill-building Services 

(MHSS) 
H0046 A A 

Intensive In-Home H2012 A A 

Psychosocial Rehab H2017 A A 

Crisis Stabilization H2019 R A 

(ABA) / Behavioral Therapy H2033 A A 

Mental Health Peer Support Services ï 

Individual 
H0025 R A 

Mental Health Peer Support Services ï Group H0024 R A 

6.2.6 LTSS 

The Contractorôs authorization process for LTSS shall be based on a Member's current needs 

assessment and consistent with the Memberôs person-centered service plan.  Coverage decisions 

for LTSS shall be provided in a manner that supports a participant in their ability to perform 

activities of daily living (ADLs) and instrumental activities of daily living (IADLs). The 

Contractor shall cover appropriate LTSS based on needs identified through the Uniform 

Assessment Instrument (UAI), other comprehensive assessments, and subsequent level of care 

reviews.  

 

The Contractor has the discretion to authorize LTSS more broadly in terms of criteria, amount, 

duration and scope, if the ICP determines that such authorization would provide sufficient value 

to the Memberôs care. Value shall be determined in light of the full range of services included in 

the ICP, considering how the services contribute to the health and independent living of the 

Member in the least restrictive setting with reduced reliance on emergency department use, acute 

inpatient care and institutional LTSS. 

6.2.7  Emergency and Family Planning Services 

The Contractor must ensure that the service authorization requirements do not apply to 

emergency care, family planning services including access to or quantity limits for long acting 

reversible contraceptives (LARCs), preventive services, and basic prenatal care.   

6.2.8  Early Intervention Services 

Service authorizations shall not be required for Early Intervention Services. The Contractor shall 

not deny the EI services authorized in the IFSP, unless the child does not meet EI criteria or the 

billing provider is not a certified EI provider. Reference Section 4.5, Early Intervention (EI) for 

additional information.  
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6.2.9  Pharmacy Utilization Management 

Reference Section 4.8.5, Utilization Management For Pharmacy Services. 

6.2.10  Service Authorization Timeframes 

6.2.10.1 Standard Authorization 

Beginning February 1, 2020, for standard authorization decisions, the Contractor shall, unless 

otherwise specified in this contract (i.e., ARTS or Pharmacy specific requirements), provide 

written notice as expeditiously as the Member's condition requires, not to exceed fourteen (14) 

calendar days following receipt of the request for service,, with a possible extension of up to 

fourteen (14) additional calendar days, if the Member or the provider requests extension; or the 

Contractor justifies (to the State agency upon request) that the need for additional information is 

in the Member's interest. 

 

 

A service authorization is not required for hospice services, however the Contractor shall enter 

hospice admissions and discharges into the Virginia Medicaid Web Portal no later than two (2) 

business days of notification of admission/discharge.  Refer to Section 4.7.9.2 of this Contract.  

6.2.10.2 Expedited Authorization Decision Timeframe  

For cases in which a provider indicates, or the Contractor determines, that following the standard 

timeframe could seriously jeopardize the Member's life or health or ability to attain, maintain, or 

regain maximum function, the Contractor must make an expedited authorization decision and 

provide written notice as expeditiously as the Member's health condition requires within the 

timeframes described in the table below and no later than 72 hours after receipt of the request for 

service.  The Contractor may extend the 72-hour time period by up to fourteen (14) calendar 

days if the Member requests an extension, or if the Contractor justifies (to the State agency upon 

request) that the need for additional information is in the Member's interest.  

6.2.10.3 Extending Timeframe for Service Authorization Decision 

In accordance with 42 CFR § 438.404(c)(4), if the Contractor meets the criteria set forth for 

extending the timeframe for standard service authorization decisions consistent with 42 CFR § 

438.210(d)(1)(ii), it must: 

  

 

  

  

  

  

  

 

  

  

  

  



 

163 
 

¶ Give the Member written notice of the reason for the decision to extend the timeframe 

and inform the Member of the right to file a grievance if he or she disagrees with that 

decision; and, 

¶ Issue and carry out its determination as expeditiously as the Memberôs health condition 

requires and no later than the date the extension expires. 

6.2.10.4 NCQA Service Authorization Standards 

Beginning February 1, 2020, the Contractor shall ensure that its service authorization policies 

and procedures meet NCQA standards.  The Contractor is responsible for determining the 

classification (i.e., urgent versus non-urgent) and type (i.e., concurrent versus preservice).  This 

however does not preclude a provider from indicating the need for an expedited review as 

described in 6.2.10.2 Expedited Authorization Decision Timeframe and 42 CFR  § 438.210(d)(2).     

 

Current NCQA service authorization timeliness standards are as follows:  

 

Physical/Non-behavioral Health 

Classification  Type Timeliness Extension  

Urgent Concurrent 72 hours 

(3 days) 

14 days 

Preservice 72 hours 

(3 days) 

14 days 

Non-urgent Preservice 14 days 14 days 

Postservice N/A 30 days 14 days 

Behavioral Health 

Classification  Type Timeliness Extension  

Urgent 

 

Concurrent 72 hours 

(3 days) 

14 days 

Preservice 72 hours 

(3days) 

14 days 

Non-urgent Preservice 14 days 14 days 

Postservice N/A 30 days 14 days 

 

Urgent requests are requests for medical care or services where application of the timeframe for 

making non-urgent or non-life threatening care determinations could:  

¶ Seriously jeopardize the life or health of the member or the memberôs ability to regain 
maximum function, based on a prudent laypersonôs judgment, or 

¶ Seriously jeopardize the life, health or safety of the member or others, due to the 

memberôs psychological state, or 

¶ In the opinion of a practitioner with knowledge of the memberôs medical or behavioral 

condition, would subject the member to adverse health consequences without the care or 

treatment that is the subject of the request.  

 

Physical/Non-Behavioral Health and Behavioral Health, care or services to accommodate 

transitions between inpatient or institutional setting to home/community shall be considered 

urgent preservice requests.  
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Non-urgent requests are requests for medical care or services for which application of the time 

periods for making a decision does not jeopardize the life or health of the member or the 

memberôs ability to regain maximum function and would not subject the member to severe pain.  

 

The Contractor will be required to report to the Department on compliance with NCQA Service 

Authorization standards.  The frequency and format of such reports will be provided in the CCC 

Plus Technical Manual or through other separate guidance.   

6.2.11  Covered Outpatient Drug Decisions 

In accordance with 42 CFR § 438.3, the Contractor shall provide decisions for all covered 

outpatient drug authorizations by telephone or other telecommunication device within twenty- 

four (24) hours of a request for authorization, in accordance with Section 1927(d)(5)(A) of the 

Social Security Act. 

6.2.12  Adverse Benefit Determination 

In accordance with 42 CFR § 438.210, any decision to deny a service authorization request or to 

authorize a service in an amount, duration, or scope that is less than requested, must be made by 

a health care professional who has appropriate clinical expertise in treating the Memberôs 

condition or disease. Additionally, the Contractor and its subcontractors are prohibited from 

providing compensation to UM staff in a manner so as to provide incentives for the UM staff or 

entity to deny, limit, or discontinue medically necessary services to any Member.  All adverse 

determinations shall be reviewed by the Contractorôs Medical Director or physician designee.   

 

In accordance with 42 CFR § 438.210(c), the Contractor shall notify the requesting provider, and 

give the Member written notice of any decision to deny a service authorization request, or to 

authorize a service in an amount, duration, or scope that is less than requested.   

 

The Contractor shall provide a written Notice of Adverse Benefit Determination to the requesting 

provider, and the Member for any decision by the Contractor to deny a service authorization 

request, or to authorize a service in an amount, duration, or scope that is less than requested.  

The Contractorôs notice shall include the reason for denial, a list of titles and qualifications, 

including specialties, of individuals participating in the authorization review, and shall meet the 

requirements of 42 CFR § 438.404 and Code of Virginia § 32.1-137.13.  See Section 15.4.1 of 

this Contract. 

 

6.2.12.1  Timing of Notice 

In accordance with 42 CFR § 438.404(c)the Contractor shall mail the adverse benefit 

determination notice within the following timeframes: 

1. For termination, suspension, or reduction of previously authorized Medicaid-covered 

services, within the timeframes specified in 42 CFR §§ 431.211, 431.213, and 431.214. 

2. For service authorization decisions not reached within the timeframes specified in § 

438.210(d) (which constitutes a denial and is thus an adverse benefit determination), on 

the date that the timeframes expire.  

3. For expedited service authorization decisions, within the timeframes specified in § 

438.210(d)(2). 
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4. In accordance with 42 CFR § 438.404(c)(1); the Contractor shall mail the Notice of 

Adverse Benefit Determination by the date of the action when any of the following occur: 

i. the Member has died; 

ii.  the Member submits a signed written statement requesting service termination;  

iii.  the Member submits a signed written statement including information that 

requires service termination or reduction and indicates that he/she understands 

that service termination or reduction will result; 

iv. the Member has been admitted to an institution where he/she is ineligible under 

the plan for further services; 

v. the Memberôs address is determined unknown based on returned mail with no 

forwarding address; 

vi. the Member is accepted for Medicaid services by another local jurisdiction, state, 

territory, or Commonwealth; 

vii.  a change in the level of medical care is prescribed by the Memberôs physician;  

viii.  the Notice involves an adverse determination with regard to preadmission 

screening requirements of Section 1919(e)(7) of the Act; or, 

ix. the transfer or discharge from a facility will occur in an expedited fashion. 

6.2.13  Appeal Determinations 

Decisions to provide authorized medical services required by this Contract shall be based solely 

on medical necessity and appropriateness (and the application of EPSDT criteria for those under 

age 21).  Disputes between the Contractor and Members about medical necessity may be 

appealed in accordance with Section 15.0, Member and Provider Grievances and Appeals.  

 

The Contractor shall authorize and provide services ordered by the Department pursuant to an 

appeal from the Contractorôs grievance process or an appeal directly to the Department by a 

Member or for emergency services as defined in this Contract.   

6.2.14  LTSS Service Reductions and Denials 

The Contractor shall report LTSS service reductions, suspensions, or terminations to DMAS on a 

monthly basis as described in the CCC Plus Technical Manual.  The Department will review a 

sample of the Contractorôs LTSS plans of care that include a reduction, suspension, or 

termination in personal care and/or private duty nursing services to ensure that reductions, 

suspensions and terminations were done appropriately.  This review will  also include a 

determination of whether, consistent with 42 CFR § 438.420, enrollees were provided all appeal 

rights afforded through the Contractor and state fair hearing process with the ability to continue 

services per 42 CFR § 438.420 during the appeal.   

6.3 PATIENT UTILIZATION MANAGEMENT & SAFETY (PUMS) PROGRAM  

The Contractor must have a Patient Utilization Management & Safety Program (PUMS) intended 

to coordinate care and ensure that Members are accessing and utilizing services in an appropriate 

manner in accordance with all applicable rule and regulations. The PUMS Program is a 

utilization control and care coordination program designed to promote proper medical 

management of essential health care. Upon the Memberôs placement in the PUMS, the 

Contractor must refer Members to appropriate services based upon the Memberôs unique 

situation. 
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6.3.1 PUMS Program Placement  

Members may be placed into the PUMS program for a period of twelve (12) months when either 

of the following trigger events occurs: 

 

¶ The Contractorôs specific utilization review of the Memberôs past twelve (12) months of 
medical and/or billing histories indicates the Member may be accessing or utilizing health 

care services inappropriately, or in excess of what is normally medically necessary, 

including the minimum specifications as noted below in 6.3.1.1 PUMS Placement 

Criteria.  Note that Members with a cancer diagnosis are excluded. For additional 

information regarding ARTS, refer to http://www.dmas.virginia.gov/#/arts. 

 

¶ Medical providers or social service agencies provide direct referrals to the Department or 

the Contractor. 

 

¶ At the end of the twelve (12) month period, the Member must be re-evaluated by the 

Contractor to determine if the Member continues to display behavior or patterns that 

indicate the Member should remain in the PUMS program.   

 

6.3.1.1 PUMS Placement Criteria 

¶ (PUMS1) Opioid Use Disorder (OUD) Case Management:  The Contractor may review any 

members receiving OUD and provide case management. 

o Members with any history of opioid overdose(s) in the past three (3) years; ER visits, 

inpatient hospitalization, or inpatient rehabilitation stay related to OUD in the past 

three (3) years; pregnant women with OUD; individuals with OUD with current or 

recent involvement (in the past three (3) years) with the criminal justice system: must 

be evaluated for case management and referred as appropriate; 

o Clinical expertise and judgment shall be used to identify and manage any members 

the plan determines should be placed in, or remain in, a lock-in to a prescriber or 

practice group ("cluster"). 

¶ (PUMS2) High Average Daily Dose:  > ninety (90) cumulative morphine milligram 

equivalents (MME) per day over the past ninety (90) days, 

¶ (PUMS3) Opioids and Benzodiazepines concurrent use ï at least one (1) Opioid claim and 

fourteen (14) day supply of Benzo (in any order), 

¶ (PUMS4) Doctor and/or Pharmacy Shopping:  > three (3) prescribers OR > three (3) 

pharmacies writing/filling claims for any controlled substance in the past sixty (60) days, 

¶ (PUMS5) Use of a Controlled Substance with a History of Dependence, Abuse, or 

Poisoning/Overdose:  Any use of a controlled substance in the past sixty (60) days with at 

least two (2) occurrences of a medical claim for controlled Substance Abuse or Dependence 

in the past three hundred and sixty-five (365) days, 

¶ (PUMS6) History of Substance Use, Abuse or Dependence or Poisoning/Overdose: Any 

Member with a diagnosis of substance use, substance abuse, or substance dependence on any 

new* claim in any setting (e.g., ED, pharmacy, inpatient, outpatient, etc.) within the past 

sixty (60) days. 

http://www.dmas.virginia.gov/#/arts
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6.3.2  PUMS Program Details 

Once a Member meets the placement requirements, the Contractor may limit a Member to a 

single pharmacy, primary care provider, controlled substances prescriber, hospital (for non-

emergency hospital services only) and/or, on a case-by-case basis, other qualified provider types 

as determined by the Contractor and the circumstances of the Member.  The Contractor shall 

limit a Member to providers and pharmacies that are credentialed in their network.   

If the Member changes from another health plan to the Contractorôs health plan while the 

member is enrolled in a PUMS, the Contractor must re-evaluate the Member within thirty (30) 

days to ensure the Member meets the minimum criteria above for continued placement in the 

Contractorôs PUMS. 

6.3.3 PUMS Member Rights Notifications and Requirements 

The Contractor must, upon placement of a Member into its PUMS program, issue a letter to the 

Member that includes the following information: 

1) A brief explanation of the PUMS program; 

2) A statement that the Member was selected for placement into the program; 

3) An explanation that the decision is appealable; 

4) A statement that the Contractor shall provide appeals rights to Members placed in the 

PUMS Program, information regarding how the Member may submit an appeal request to 

the Contractor, the Memberôs right to directly request a State Fair Hearing after first 

exhausting the Contractorôs appeals process, and information regarding how the Member 

qualified for the PUMS based on the minimum criteria; 

5) A statement clearly outlining the provisions for emergency after hours prescriptions if the 

Memberôs selected pharmacy does not have 24-hour access; and, 

6) A statement indicating the opportunity and mechanisms by which the Member may 

choose a pharmacy, primary care provider, controlled substance provider, hospital (for 

non-emergency hospital services only) and/or, on a case-by-case basis, other qualified 

provider types.  The language must clearly state that if the Member does not select the 

relevant providers within fifteen (15) calendar days of enrollment into the PUMS 

program, the Contractor may select one for the Member. 

6.3.4 Reporting Requirements 

¶ Annual PUMS Plan 

At initial contract, annually, upon revision (if any) and upon request, the Contractor shall 

submit all applicable policies and procedures to the Department for review, including 

clinical protocols used to determine appropriate interventions and referrals to other 

services that may be needed (such as substance abuse treatment services, etc.).   

¶ Summary Report 

The Contractor must report a detailed summary of Members enrolled in its PUMS 

program on a Monthly basis. 

 

Refer to the ARTS Technical Manual for reporting requirements.   
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6.4 ELECTRONIC VISIT VERIFICATION (EVV) SYSTEM  

Effective October 1, 2019, The Contractor shall require agency-directed providers that bill for 

personal care and respite care services to use an EVV system that will electronically verify and 

collect data that meets the requirements consistent with the 21st Century Cures Act, Section 

12006, 42 U.S.C. § 1396(b). At a minimum, the EVV shall capture in real-time the following 

data elements for agency-directed personal care and respite services.   

 

1) Type of service performed 

2) The member receiving the service 

3) Date of service 

4) Time the service begins and ends 

5) The location of service delivery at the beginning and the end of the service 

6) Employee providing the service 

 

The Contractor must ensure that the providerôs EVV systems shall:  

1) Securely transmit all EVV raw data elements to the Contractor.  

2) Limit authority to modify changes and modifications to service entries. In the event 

the time of service delivery needs to be adjusted, the start or end time may be 

modified by someone who has the provider's authority to adjust the attendant's hours. 

For agency-directed providers, this may be a supervisor or the agency owner or 

designee who has authority to make independent verifications.   

3) Support real time access to Members (if Member authentication is used) and 

providers. 

4) Be compliant with the requirements of the ADA (as amended, 42 USC § 12101 et 

seq.) and HIPAA (P.L. 104-191). 

5) Retain EVV data for at least six years from the last date of service or as provided by 

applicable federal and state laws, whichever period is longer. However, if an audit is 

initiated within the required retention period, the records shall be retained until the 

audit is completed and every exception is resolved. Policies regarding retention of 

records shall apply even if the provider discontinues operation. 

 

The Contractorôs claim processing system shall have edits in place that prevent claims for 

services that are not electronically verified and documented using an EVV system. 

 

The Contractor shall submit EVV encounter data to the Department in a format as defined by the 

Department. For technical assistance on submission of EVV encounters refer to the Encounter 

Processing System (EPS) Medicaid Enterprise Encounter (MES) Companion guide 

(https://eps.dmas.virginia.gov/epsportal/#/guides) For 837 Professional Health Care and 

Transportation Encounter Transactions. 

6.5 NOTIFICATION TO THE DEPARTMENT OF SENTINEL EVENTS  

A sentinel event is an unexpected occurrence involving death (not primarily related to the natural 

course of the patientôs illness or underlying condition) or serious physical or psychological 

injury, or the risk thereof.  Serious injury specifically includes loss of limb or function.  The 

phrase ñor the risk thereofò includes any process variation for which a recurrence would carry a 

significant chance of a serious adverse outcome.  Such events are called ñSentinelò because they 

signal the need for immediate investigation and response.  The Contractor shall maintain a 
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system for identifying and recording any Memberôs sentinel event.  The Contractor shall provide 

the Department with reports of sentinel events upon discovery. See the CCC Plus Technical 

Manual for details. 
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SECTION 7.0 SUBCONTRACTOR DELEGATION AND 
MONITORING REQUIREMENTS  

7.1 GENERAL REQUIREMENTS FOR SUBCONTRACTORS 

The Contractor may utilize subcontracts with third party administrators (TPAs) for the purpose 

of processing claims and other operational or administrative functions.  All subcontracts shall 

ensure the level and quality of care required under this Contract.  Subcontracts with the 

Contractor for delegated administrative and medical services in the areas of planning, finance, 

reporting systems, administration, quality assessment, credentialing/re-credentialing, utilization 

management, Member services, claims processing, or provider services shall be submitted to the 

Department at least thirty (30) calendar days prior to their effective date, and then annually or 

upon amendment thereafter.  This includes subcontracts for transportation, vision, behavioral 

health, prescription drugs, or other services.   

 

The Contractor shall submit a list of all such subcontractors and the services each provides 

annually to the Department, or upon request, making note of any changes to subcontracts or 

subcontractors.  See the CCC Plus Technical Manual for details.  

 

The Contractor shall ensure that its subcontractors collect the disclosure of health care-related 

criminal conviction information as required by 42 CFR§ 455.106 and establish policies and 

procedures to ensure that applicable criminal convictions are reported timely to the State. The 

Contractor shall screen their contractors initially and on an ongoing monthly basis to determine 

whether any of them has been excluded from participation in Medicare, Medicaid, SCHIP, or 

any Federal health care programs (as defined in Section 1128B(f) of the Social Security Act) and 

not employ or contract with an individual or entity that has been excluded. The results of said 

screenings shall be provided to DMAS on a monthly basis. The word ñsubcontractorsò in this 

section shall refer to all individuals listed on the disclosure form including providers and non-

providers such as board members, owners, agents, managing employees, etc.  

 

The Contractor shall ensure that subcontractors have received proper certification or training to 

perform the specific services for which they are contracted. The Contractor shall neither 

participate with nor enter into any provider agreement with any individual or entity that has been 

excluded from participation in Federal health care programs.   

 

All subcontracts are subject to the Departmentôs written approval. The Department may revoke 

such approval if the Department determines that a subcontractor fails to meet the requirements of 

this Contract.  Subcontracts which require that the subcontractor be responsible for the provision 

of covered services and, for the purposes of this Contract, that subcontractor shall be considered 

both a subcontractor and network provider.  

 

The Contractor may enter into subcontracts for the provision or administration of any or all 

covered services or enhanced services.  Subcontracting does not relieve the Contractor of its 

responsibilities to the Department or Members under this Contract.  The Department shall hold 

the Contractor accountable for all actions of the subcontractor and its providers.  Additionally, 

for the purposes of this Contract, the subcontractorôs actions and/or providers shall also be 

considered providers of the Contractor.   
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The Contractor shall provide demonstrable assurances of adequate physical and virtual firewalls 

whenever utilizing a TPA.  Assurances must include an assessment, performed by an 

independent Contractor/third party, that demonstrates proper interconnectivity with the 

Department and that firewalls meet or exceed the industry standard.  The Contractor and TPA 

shall provide assurances that all service level agreements with the Department will be met or 

exceeded.   Contractor staff shall be solely responsible to the single entity contracted with the 

Department. 

 

The Contractor shall give the Department at least thirty (30) calendar days advanced written 

notice prior to the termination of any subcontractor agreement.  At a minimum, such notice shall 

include the Contractorôs intent to change to a new subcontractor for the provision of said 

services, an effective date for termination and/or change, and any other pertinent information that 

may be needed. In addition to prior written notice, the Contractor shall also provide the 

Department with a transition plan upon request, which shall include, at a minimum, information 

regarding how continuity of the project shall be maintained. The Contractorôs transition plan 

shall also include provisions to notify impacted or potentially impacted provider(s). 

 

The Contractor shall ensure that any contracts or agreements with all Subcontractors performing 

functions on the Contractorôs behalf are in compliance with the terms of this Contract and are in 

accordance with 42 CFR §§ 438.3 and 438.230.  All subcontracts entered into pursuant to this 

Contract shall meet the following delegation and monitoring requirements and are subject to 

audit by the Department. 

7.2 DELEGATION REQUIREMENTS  

1) All subcontracts shall be in writing;  

2) Subcontracts shall fulfill the requirements of this Contract and applicable Federal and 

State laws and regulations;  

3) Shall require the Subcontractor to require its provider contracts to comply with all 

provider provisions of this Contract and applicable Federal and State laws and 

regulations; 

4) Subcontracts shall specify the activities and reporting responsibilities delegated to the 

subcontractor;  

5) Subcontracts shall provide that the Department may evaluate through inspection or 

other means, the quality, appropriateness, and timeliness of services performed under 

the subcontract; 

6) Subcontracts shall clearly state that the subcontractor shall comply with Member 

privacy protections described in HIPAA regulations and in Title 45 CFR parts 160 

and 164, subparts A and E; and 

7) Subcontracts shall provide provisions for revoking delegation or imposing sanctions 

in the event that the subcontractorôs performance is inadequate, and ensure all 

information necessary for the reimbursement of any outstanding Medicaid claims is 

supplied promptly.   

8) Subcontracts shall provide that the State, CMS, the Office of the Inspector General, 

the Comptroller General, and their designees may, at any time, inspect and audit any 

records or documents of the Contractorôs subcontractors, and may, at any time, 

inspect the premises, physical facilities, and equipment where Medicaid-related 

activities or work is conducted. The right to audit under this section exists for (ten) 10 



 

172 
 

years from the final date of the contract period or from the date of completion of any 

audit, whichever is later. 

7.3 MONITORING REQUIREMENTS  

1) The Contractor shall perform on-going monitoring of all subcontractors and shall 

assure compliance with subcontract requirements. 

2) The Contractor shall perform a formal performance review of all subcontractors at 

least annually. 

3) The Contractor shall monitor encounter data of its subcontractor before the data is 

submitted to the Department.  The Contractor shall apply certain key edits to the data 

to ensure accuracy and completeness.  These edits shall include, but not be limited to, 

Member and provider identification numbers, dates of service, diagnosis and 

procedure codes, etc. 

4) The Contractor shall monitor the subcontractorôs provider enrollment, credentialing, 
and re-credentialing policies and procedures to assure compliance with Federal 

disclosure requirements described in this Contract, with respect to disclosure of 

information regarding ownership and control, business transactions, and criminal 

convictions for crimes against federally funded health care programs.  Additionally, 

the Contractor shall monitor to assure that the subcontractor complies with 

requirements or prohibited affiliations with individuals or entities excluded from 

participating in Federal health care programs as described in this Contract.  

5) As a result of monitoring activities conducted by the Contractor (through on-going 

monitoring and/or annual review), the Contractor shall identify to the subcontractor 

deficiencies or areas for improvement, and shall require the subcontractor to take 

appropriate corrective action.   

6) The Contractor shall perform an annual review on all subcontractors to assure that the 

health care professionals under contract with the subcontractor are qualified to 

perform the services covered under this contract.   

7.4 DATA SHARING CAPABILITIES  

The Contractor shall ensure that the interface between the Contractor and its subcontractors 

includes data sharing capabilities, and ensures that data sharing occurs timely and effectively and 

remains seamless to the Member.  The interface shall include a viable means of exchanging 

clinical, authorization, and service information between the Contractor and its subcontractors.   

7.5 BEHAVIORAL HEALTH SERVICES ADMINISTRATOR  

The Contractor shall sign a contract agreement (refer to Attachment 3 ï BHSA/CCC Plus 

Coordination Agreement) with the Departmentôs BHSA (Magellan of Virginia) no later than the 

effective date of this Contract.  Such agreement shall include provisions to work cooperatively 

on behalf of CCC Plus program Members to coordinate care in a manner that fully supports 

timely access to appropriate person-centered services through a seamless continuum of care that 

is based on the individual clinical needs of the Member. 

   

The Contractor shall ensure that coordination efforts occur for Members as needed and on a 

frequent and on-going basis with the BHSA for Members in need of or receiving those services 

currently carved out of managed care. Care coordination activities between the Contractorôs Care 

Coordinator and the BHSA shall ensure:  

1) Comprehensive care planning; 
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2) Necessary crisis services; 

3) Provider collaboration; and,  

4) On-going monitoring.      

 

The agreement between the Contractor and the BHSA shall include procedures to share specific 

points of contact with names and contact information for a primary and back-up behavioral 

health Care Coordinator for use by the Department, the BHSA, and the Contractor as necessary 

for care coordination purposes.  

 

The Contractor and the Departmentôs BHSA shall work closely together and with the 

Department to expand these care coordination policy and procedures as needed to facilitate 

highly effective and efficient referral, care coordination, and treatment arrangements; to improve 

quality of care; and to eliminate duplicative services or conflicting treatment plans, on behalf of 

Members served by the Contractor and the Departmentôs BHSA. 

 

Care coordination opportunities that shall be included in the agreement between the Contractor 

and the BHSA shall include, but are not limited to, the following circumstances:  

1) Receiving referrals for services covered under this Contract from the BHSA; 

2) Providing care coordination assistance along with referrals for Members with special 

medical and/or behavioral health needs, high risk cases, and other circumstances as 

warranted; 

3) Ensuring warm transfer of telephone calls from Members to the correct entity and 

collaborative discussions between the Memberôs Care Coordinator and the BHSA; 

4) Facilitating effective transition and continuity of care for Members who move between 

fee-for-service and CCC Plus enrollment, or who move between levels of care managed 

by the Contractor and BHSA, or who need or receive services concurrently through the 

Contractor and the BHSA; 

5) Sharing clinically relevant information for care coordination purposes in a manner that 

complies with State and Federal confidentiality regulations, including: HIPAA 

regulations at 45 CFR parts 160-164, allowing for the exchange of clinically relevant 

information for care coordination of services (i.e., without the need of a patient release of 

information form), and Federal regulations at 42 CFR § 2.31(a) pertaining to substance 

abuse preventing and treatment services, which requires Member consent, and where 

such consent must include the Memberôs name, the description of the information to be 

disclosed, the identity of the person or class of persons who may disclose the information 

and to whom it may be disclosed, a description of the purpose of the disclosure, an 

expiration date for the authorization, and the signature of the person authorizing the 

disclosure. [Member consent is not required in instances related to ñpublic interest,ò 

when required by law (court-ordered warrants, law enforcement); when appropriate to 

notify authorities about victims of abuse, neglect, or domestic violence; and, when 

necessary to prevent or lessen serious and imminent threat to a person or the public, 

where information shared must be limited as needed to accomplish the purpose.] 


















































































































































































































































































































































































































































































































































































































































































































